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ABSTRACT
The midwifery model of care that promotes the employment of trained and regulated
midwives for the provision of maternal and neonatal care has been found to be beneficial,
especially in Low and Middle-Income Countries that have high maternal and neonatal
mortalities. Midwives in those setting are however, facing a myriad of barriers which
negatively affect their ability to provide optimal care. Although Ghana is implementing the
midwifery model of care, maternal and neonatal mortality remains high in the country. Little
is known from the point of view of midwives, who are the primary providers of maternal and
neonatal care, about the barriers that they face in their bid to provide optimal care to women
and neonates. This study explored the barriers to Ghanaian midwives’ ability to provide quality
care, investigated the consequences of these barriers on the midwives, and unearthed the
processes that they employ to be able to complete their duties.
Glaserian Grounded Theory was utilised in this study as it provides a way to explain
ongoing behaviours of participants and the way they solve their issues of concern. Nonparticipant observation and semi-structured interview data were collected in the Greater Accra
Region of Ghana. The analysis of the data led to the discovery of a middle range grounded
theory titled “Doing magic with very little” that explains the barriers for midwives at the
personal, professional, organisational, socioeconomic and macro-economic levels, affecting
their ability to provide quality care; and the personal and professional consequences of these
barriers, and the coping strategies that they adopted to be able to fulfil their roles.
The findings of the study identified that although Ghanaian midwives are devoted to
providing quality care to women and neonates, they are faced with several challenges to doing
so. These include resource deficiency in the form of inadequate infrastructure, equipment and
supplies, and inadequate referral and human resources. Participants were also faced with
unsupportive facility management and an inability by clients to contribute to their own care for
various reasons. The barriers to participants’ ability to provide quality care were found to have
physiological, psychological and socioeconomic consequences for them and implications for
those in their care. Despite the quality care barriers that midwives face and the consequences
of those barriers, it was discovered that they were still able to complete their duties due to their
ability to employ coping strategies. The midwives’ ability to cope was identified to emanate
from their motivation to see women give birth safely to healthy babies, and their strong
affection for the midwifery profession. Midwives’ motivation was identified along with other
ii

coping strategies that included improvising, ensuring close monitoring of their clients and
maintaining a support network.
The study reported in this thesis presents the first known report of contemporary
Ghanaian midwifery, its challenges, and its rewards from the direct perspective of midwives.
The clear insights that this work provides into what hinders quality midwifery care in Ghana,
how those hinderances impact midwives personally and professionally, the coping mechanisms
that midwives employ to handle the difficulties they face in their workplaces, and the
recommended areas for further research will be of value to policy makers, maternity service
leaders, and educators of midwives.

iii

DECLARATION
I certify that this thesis does not, to the best of my knowledge and belief:
i.

incorporate without acknowledgement any material previously submitted for a degree
or diploma in any institution of higher education:

ii.

contain any material previously published or written by another person except where
due reference is made in the text of this thesis; or

iii.

contain any defamatory material; and

iv.

that the Library of Edith Cowan University has my permission to duplicate copies of
my thesis as required.

Candidate’s signature:

Date: 07/10/2020

iv

STATEMENT OF CONTRIBUTION OF OTHERS
I, Yakubu Ismaila, declare that I contributed more than 70% of the research outputs
emanating from this thesis and duly acknowledge that the rest were contributions of my
supervisors, Professor Sara Bayes and Associate Professor Sadie Geraghty.

Candidate’s signature:

Date: 07/10/2020

v

ACKNOWLEDGEMENT
First, I wish to thank Almighty Allah for his protection, guidance and grace throughout
my life and during my PhD journey. I would also like to express my sincere appreciation to the
following individuals and institutions for their contributions towards the successful completion
of this project. I am eternally grateful to my supervisors, Professor Sara Bayes and Associate
Professor Sadie Geraghty for their incisive contributions and advice and for their support
throughout my PhD journey. You are the best! I also thank Professor Lisa Whitehead for her
support.
I would like to thank the Australian Government for financing my studies and living
expenses through the School of Nursing and Midwifery PhD Scholarship (International).
Without it, my PhD studies at ECU would not have been possible.
I am extremely grateful to the midwives and other health workers who participated or
took time off their busy schedules to be interviewed for this study. I am grateful to the Family
Health and Research and Development directorates of the Ghana Health Service and the
Greater Accra Regional Health Directorate for their support. My sincere appreciation also goes
to Professor Kodjo Senah of the Sociology Department of the University of Ghana for his
advice and support during my fieldwork.
I am grateful to my wife, Fatimatu Yahaya for enduring my long periods of absence
and for taking care of the children while I was away. I wish to also thank my children Nabil
and Maryam for bearing with me. I am grateful to all my siblings and members of my extended
family for their prayers and encouragement. I wish to thank my friends and associates namely,
Dr EA Adama, Mr IB Nabubie and Wibele for their support and encouragement; Dr VF
Numfam, Dr Imrana Mohammed, Dr Ebenezer Afrifa, Dr Hayford Ofori, Dr Eric Adua, Dr
Enoch Antoh, Dr Jonas Klutse and Mrs Mary Afi Mensah for being there for me. My
appreciation also goes to my PhD colleagues at the School of Nursing and Midwifery, Maggie
Zgambo, Mihn Nguyen, Maryam Mosavat, Fungai Mbego, Phuntsho Om, Afia Sarpong and
Madalo Kuchao for their encouragement.

vi

DEDICATION
This thesis is dedicated to the memory of my late father Mikhaela Kandai (Ismaila
Musah) who passed on during my PhD journey, to my mother Mariama Ama Odurowaa and
to my wife and children.

vii

TABLE OF CONTENTS
ABSTRACT ...........................................................................................................................ii
DECLARATION .................................................................................................................. iv
STATEMENT OF CONTRIBUTION OF OTHERS ............................................................ v
ACKNOWLEDGEMENT .................................................................................................... vi
DEDICATION .....................................................................................................................vii
TABLE OF CONTENTS ................................................................................................... viii
LIST OF TABLES AND FIGURES ...................................................................................... x
LIST OF ACRONYMS AND ABBREVIATIONS .............................................................. xi
NOTE ON RESEARCH OUTPUTS FROM THE STUDY ................................................xii
CHAPTER ONE: INTRODUCTION ........................................................................................ 1
Introduction ............................................................................................................................ 1
Justification for the research .................................................................................................. 5
Aims and objectives ............................................................................................................... 6
Study setting and methodology .............................................................................................. 6
Ethics Approval ...................................................................................................................... 8
Overview of the study and findings ....................................................................................... 9
Thesis chapter outline........................................................................................................... 12
CHAPTER TWO: LITERATURE REVIEW .......................................................................... 13
Introduction .......................................................................................................................... 13
PAPER ONE: Barriers to quality midwifery care: A systematic review and meta-synthesis
of qualitative data ................................................................................................................. 14
Abstract ............................................................................................................................. 14
Background ....................................................................................................................... 15
Methods ............................................................................................................................ 15
Inclusion and exclusion criteria ........................................................................................ 17
Search and selection ......................................................................................................... 17
Data analysis and synthesis .............................................................................................. 18
Results .............................................................................................................................. 19
Second level synthesis ...................................................................................................... 29
Conclusion ........................................................................................................................ 31
Summary .............................................................................................................................. 32
CHAPTER THREE: METHODOLOGY ................................................................................ 33
Introduction .......................................................................................................................... 33
PAPER TWO: Understanding the barriers to Ghanaian midwives’ ability to provide quality
care: Using Glaserian Grounded Theory Methodology in a new context ............................ 34
Abstract ............................................................................................................................. 34
Background ....................................................................................................................... 35
The origin of Grounded Theory ....................................................................................... 36
Choosing Glaserian GT methodology to study Ghanaian midwives’ practice ................ 37
Using Glaserian GT to investigate the barriers to quality midwifery care in Ghana ....... 39
Findings ............................................................................................................................ 44
Conclusion ........................................................................................................................ 48
Summary .............................................................................................................................. 49
CHAPTER FOUR: RESULTS ................................................................................................ 50
viii

Introduction .......................................................................................................................... 50
PAPER THREE: “Doing magic with very little”: Barriers to Ghanaian Midwives’ Ability
to Provide Quality Maternal and Neonatal Care .................................................................. 52
PAPER FOUR: Going off track: The consequences of barriers to Ghanaian midwives’
ability to provide quality care............................................................................................... 66
Abstract ............................................................................................................................. 66
Background ....................................................................................................................... 67
Methodology and methods ............................................................................................... 69
Ethical consideration ........................................................................................................ 70
Results .............................................................................................................................. 70
Discussion......................................................................................................................... 79
Conclusion ........................................................................................................................ 82
PAPER FIVE: Midwives’ strategies for coping with barriers to providing quality maternal
and neonatal care: A Glaserian Grounded Theory study ..................................................... 84
Abstract ............................................................................................................................. 84
Background ....................................................................................................................... 85
Methods ............................................................................................................................ 88
Findings ............................................................................................................................ 90
Discussion......................................................................................................................... 97
Limitation of the study ................................................................................................... 100
Conclusion ...................................................................................................................... 100
Summary ............................................................................................................................ 101
CHAPTER FIVE: DISCUSSION AND CONCLUSION ..................................................... 102
Introduction ........................................................................................................................ 102
Discussion .......................................................................................................................... 102
Summary of study findings ................................................................................................ 107
Recommendations .............................................................................................................. 110
Policy development ........................................................................................................ 110
Education ........................................................................................................................ 112
Practice ........................................................................................................................... 112
Strengths, limitations and future research .......................................................................... 113
Conclusion.......................................................................................................................... 114
REFERENCES ...................................................................................................................... 115
APPENDIX 1: ETHICS APPROVAL ............................................................................... 127
APPENDIX 2: INFORMATION SHEETS FOR PARTICIPANTS ................................. 129
APPENDIX 3: CONSENT FORMS .................................................................................. 137
APPENDIX 4: INTERVIEW GUIDE ............................................................................... 143
APPENDIX 5: STATUSES OF ARTICLES AND JOURNAL RANKINGS .................. 145

ix

LIST OF TABLES AND FIGURES
Table 2.1: Search terms............................................................................................................ 16
Table 2.2: Number of articles retained at each search/screening stage ................................... 17
Table 2.3: Characteristics of included studies ......................................................................... 20
Table 3.1: Demographic characteristics of participants ........................................................... 40
Table 4.1: Demographic characteristics of midwife participants ............................................ 90
Figure 1.1 Overview of study findings .................................................................................... 10

x

LIST OF ACRONYMS AND ABBREVIATIONS
ANC

Antenatal Clinics

FGC

Female genital circumcision

FGM

Female genital mutilation

GHS

Ghana Health Service

GSS

Ghana Statistical Service

GT

Grounded Theory

ICU

Intensive Care Unit

LMIC

Low and Middle-Income Countries

MDG

Millennium Development Goals

MNH

Maternal and Neonatal Health

MoH

Ministry of Health

NICU

Neonatal Intensive Care Unit

PICo

Phenomenon of Interest, and Context

PTSD

Post-traumatic Stress Disorder

SI

Symbolic Interactionism

WHO

World Health Organisation

xi

NOTE ON RESEARCH OUTPUTS FROM THE STUDY
Five journal articles emanated from this study. One article has been published in the
International Journal of Childbirth and four manuscripts have been submitted to other reputable
journals. The following journal articles are presented in this thesis, which follows the thesis
with publication format:
Published peer-reviewed paper
•

PAPER THREE Ismaila, Y., Bayes, S., & Geraghty, S. (2019). “Doing Magic With
Very Little”: Barriers to Ghanaian Midwives’ Ability to Provide Quality Maternal and
Neonatal Care. International Journal of Childbirth (4), 211-224.

Manuscripts under review
•

PAPER ONE - Ismaila, Y., Bayes, S., Geraghty, S. (Submitted for review). Barriers to
quality midwifery care: A systematic review and meta-synthesis of qualitative data.
International Journal of Childbirth.

•

PAPER TWO - Ismaila, Y., Bayes, S., Geraghty, S. (Submitted for review).
Understanding the barriers to Ghanaian midwives’ ability to provide quality care:
Using Glaserian Grounded Theory Methodology in a new context. International
Journal of Africa Nursing Sciences.

•

PAPER FOUR - Ismaila, Y., Bayes, S., Geraghty, S. (Submitted for review). 'Going
off track': The consequences of barriers to Ghanaian midwives’ ability to provide
quality care. BMC Pregnancy and Childbirth.

•

PAPER FIVE - Ismaila, Y., Bayes, S., Geraghty, S. (Submitted). Midwives’ strategies
for coping with barriers to providing quality maternal and neonatal care: A Glaserian
Grounded Theory Study. BMC Health Services Research.

The statuses of the journal articles and the Journal rankings of the respective journals are
presented in appendix 5.

xii

CHAPTER ONE: INTRODUCTION
Introduction
Maternal and neonatal mortality remains high especially in developing countries despite global
efforts by governments and donor agencies to reduce it (Lawn, Blencowe, Kinney, Bianchi, &
Graham, 2016). It was estimated in 2014 that in the next 15 years, 3.5 million women will die
in Low and Middle-Income Countries (LMIC) due to pregnancy related causes if current trends
continue (Alkema et al., 2014). Neonatal mortality is also high in these settings (Chou,
Daelmans, Jolivet, Kinney, & Say, 2015; Lassi, Middleton, Bhutta, & Crowther, 2016). The
high maternal and neonatal mortality has occurred despite an increase in the number of women
who accessed skilled assistance during birth in recent years (Montagu et al., 2017; Van
Lerberghe et al., 2014). The poor outcomes for women and neonates are attributed to poor
quality maternity care offered in health facilities (Austin et al., 2014; Kennedy et al., 2018).
There is no universally accepted definition of quality care. The concept is multi-faceted
and has been described from different perspectives and dimensions. Three main models have
been developed to guide the implementation, assessment and measurement of quality care. The
perspective models focus on quality of care from the perceptions of the various constituencies
in the provision of healthcare, namely: women and their families, healthcare providers and
health managers (Raven, Hofman, Adegoke, & Van Den Broek, 2011); the characteristics
models enumerates the features and elements of the care that is given (Institute of Medicine,
2001) while the systems model asserts that quality care results from the structures or inputs of
health care and the process of delivering health care (Donabedian, 1988). This study is guided
by the WHO definition which was arrived at based on an analysis of the models named above.
The WHO defines quality care for Maternal and Neonatal Health (MNH) as:
the degree to which maternal and newborn health services (for individuals and
populations) increase the likelihood of timely, appropriate care for the purpose
of achieving desired outcomes that are both consistent with current professional
knowledge and take into account the preferences and aspirations of individual
women and their families. (WHO, 2016, p.15)
Quality care for maternal and neonatal health can broadly be characterised as care that
is effective, efficient, accessible, that upholds reproductive rights, is safe, guarantees positive
outcomes, and brings satisfaction to women, their families, and the larger community (Hulton,
Matthews, & Stones, 2007; McConville & Lavender, 2014; Peabody, Taguiwalo, Robalino, &
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Frenk, 2006). In recent years, the chances of survival for mothers and newborns has been shown
to increase if they access continuity of care from pre-pregnancy, during pregnancy, at birth, in
the postnatal period, and during the first weeks after giving birth; it is also evident that trained
and regulated midwives can significantly reduce maternal and neonatal morbidity and mortality
(Brodie, 2013; Lawn et al., 2016; Renfrew et al., 2014). The midwife is therefore arguably vital
to the provision of quality maternal and neonatal care.
The International Confederation of Midwives defines a midwife as “a person who,
having been regularly admitted to a midwifery education program fully recognised in the
country in which it is located, has successfully completed the prescribed course of studies in
midwifery and has acquired qualifications to be registered and/or legally licensed to practice
midwifery” (Fullerton, Severino, Brogan, & Thompson, 2003, p.174). Midwives are able to
combine their knowledge of good practice with other factors of care, namely essential physical
resources, actionable information, functional referral systems and competent human resources
to provide care that ensures positive outcomes and brings satisfaction to women and their larger
communities (Tunçalp et al., 2015). Since the United Nations Millennium Declaration, there
have been concerted efforts geared towards improving the high global maternal and neonatal
mortality (Kyei-Nimakoh, Carolan-Olah, & McCann, 2016). However, not many of these
efforts have focused on finding out what the barriers to improving outcomes may be from the
standpoint of midwives, despite research indicating that midwives face direct and indirect
barriers that have negative effects on their ability to provide effective care to women and
neonates (Brodie, 2013; Filby, McConville, & Portela, 2016; Munabi‐Babigumira, Glenton,
Lewin, Fretheim, & Nabudere, 2017).
What is known so far about barriers to midwives’ ability to provide quality care to women
and newborns includes the lack of, or broken equipment (Banchani & Tenkorang, 2014;
Richard et al., 2009); staff shortages (Ly, Kouanda, & Ridde, 2014); poor collaboration
between midwives and other midwifery staff (Jacobson, Zlatnik, Kennedy, & Lyndon, 2013);
ineffective leadership (Lavender & Chapple, 2004); inadequate space and other infrastructure
issues (Hammond, Foureur, & Hammond et al., 2014); lack of the necessary skills or
insufficient in-service training (Schack, Elyas, Brew, & Pettersson, 2014); and lack of
resources or geographical inaccessibility to resources (Bream, Gennaro, Kafulafula, Mbweza,
& Hehir, 2005).
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Furthermore, the barriers that midwives face in their workplaces have been found to have
physiological, psychological and socioeconomic consequences on them (Filby et al., 2016).
The consequences of the barriers that midwives face is seen to be exacerbated by the increasing
demands on the midwifery profession in the face of increasing birth rates, staff shortages as
well as higher demands by birthing women, their families and the wider community (Geraghty,
Speelman, & Bayes, 2019; Hunter, Magill-Cuerden, & McCourt, 2015). Midwives have been
shown to experience exhaustion and fatigue because of their high workload and long working
hours (Rouleau, Fournier, Philibert, Mbengue, & Dumont, 2012). In some places, midwives
have reported physical attacks in the communities that they work in (Filby et al., 2016;
Prytherch et al., 2013). Other physiological consequences that have been shown to affect
midwives’ capacity to provide quality care include ill health and risks of acquiring nosocomial
infections (Banchani & Tenkorang, 2014; Prytherch et al., 2013).
Psychologically, midwives have been shown to experience fear, anxiety, anger, and
sadness as well as stress, desperation, insecurity and demotivation (Moshiro, Ersdal, Mdoe,
Kidanto, & Mbekenga, 2018; Prytherch et al., 2013; Schack et al., 2014; Tibandebage, Kida,
Mackintosh, & Ikingura, 2016). Finally, currently known social and economic consequences
and barriers to midwives’ ability to provide quality care to women and neonates, include the
destabilisation or threats of destabilisation on their relationships and social networks, because
of working long, stressful hours; inadequate or irregular salaries; lack of accommodation; and
the financial consequences of using their own money in their efforts to ensure positive
outcomes for women and neonates (Filby et al., 2016; Prytherch et al., 2013).
Although midwives face a myriad of barriers that have personal and professional
consequences for them, they have been shown to be able to employ coping strategies that enable
them to complete their duties (Hunter & Warren, 2014). Coping strategies that midwives adopt
in their profession include focusing efforts at taking control of those factors that serve as
barriers in their work environment (Mcdonald, Jackson, Vickers, & Wilkes, 2016). Midwives
have also been found to rely on social support from work colleagues, family and friends, and
engaging in therapeutic activities like yoga, gardening, walking dogs and sports activities, as
ways of coping with stresses caused by these barriers in their workplaces (Hunter & Warren,
2014; Mcdonald et al., 2016; O’Dowd et al., 2018). Further, intentional self-motivation and
midwives’ sense of purpose and devotion to their work have been found to contribute to their
coping strategies (Petrites, Mullan, Spangenberg, & Gold, 2016).
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Ghana has made efforts towards the reduction of maternal and neonatal morbidity and
mortality however, like many other LMICs, the country’s maternal and neonatal mortality rates
are still high, and this is attributed largely to poor quality MNH services (Blake et al., 2016;
Escribano-Ferrer, Cluzeau, Cutler, Akufo, & Chalkidou, 2016; Lohela et al., 2016).
Recognising the difference that the use of well trained and regulated midwives can make on
the quality of MNH care, there has been an increase in the recruitment and training of midwives
as well as the enhancement of in-service training. However, this has not fully addressed the
issues (Oduro-Mensah et al., 2013). Midwifery education in Ghana is offered at post-secondary
level. To qualify as professional midwives, Ghanaian midwives must enroll for a three years
course in mostly public midwifery training colleges run by the ministries of health and
education for the award of a diploma in midwifery or obtain a university degree in midwifery.
Qualified nurses, enrolled nurses and community health officers can also enroll for a two-year
course to qualify as midwives after practicing for a minimum of three years (Fullerton,
Johnson, Thompson, & Vivio, 2011). The Ghana Nurses and Midwives Council develops the
curriculum for midwifery training colleges and work in collaboration with the National
Accreditation Board for the accreditation of midwifery training colleges. The body also oversee
midwives’ post training licensing, regulation as well as continuing education and professional
development (Fullerton et al., 2011)
Two professional midwives’ associations exist in the country. The National Association
of Registered Midwives, Ghana and Ghana Registered Midwives Association. Membership of
the former is based on employment in public health institutions while the latter is open to all
midwives in the country. These associations aim at promoting the interests of professional
midwives both nationally and internationally and ensuring that women and communities
benefit from the services of professional midwives. Ghana is implementing the midwifery
model of care (Ten Hoope-Bender et al., 2014). Midwives practice autonomously but refer to
obstetricians in case of complications during pregnancy or birth. They also work with other
health practitioners such as anaesthetists during intrapartum care (Aziato, Ohemeng, &
Omenyo, 2016).
The Ghana Health Service (GHS) develops guidelines and protocols for quality care
and facilitates the setting up of quality assurance teams in all second-tier health facilities.
However, Ayimbillah Atinga, Abekah-Nkrumah, and Ameyaw Domfeh (2011), have shown
that the unstructured way in which quality assurance activities are carried out both at the
regional and national levels, has negative impacts on the quality of care in the country. In a
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study to find out the practices of quality care and where efforts can be focused to get optimum
results, outdated protocols, and failure to implement protocols, improper organisation and
supervision of in-service training, ineffective supervision, and shortages of essential medicines
were enumerated as causes of poor-quality care in Ghana (Escribano-Ferrer et al., 2016). In a
cross-sectional mixed methods study involving a desk review of protocols and guidelines, as
well as structured interviews of frontline providers of maternal and newborn care, to find out
how and why decision making in relation to maternal and newborn care is made, Nesbitt et al.
(2013) reported that providers lacked rapid consultation aids such as simple charts. They also
indicated the providers to be facing barriers such as shortages of staff and essential medicines,
supplies and equipment, and inefficient referral systems.

Justification for the research
Just like many Sub-Saharan African countries, Ghana’s maternal and neonatal mortality
rates both fell short of the Millennium Development Goals (MDG) targets by the 2015 deadline
(UNFPA 2015). In Ghana, despite the shortage of midwives, they remain the primary providers
of reproductive, maternal and neonatal care (Adams & Ray, 2019; Lohela et al., 2016). In a
study that focused on assessing the enabling environment for MNH care, Blake et al. (2016)
concluded that the formulation of policies that take into consideration the viewpoints of all
stakeholders are needed in order to improve the quality of care for women and newborns.
Ghana’s ‘National Newborn Health and Action Plan 2014-2018 encourages research on
improving quality care during labour and childbirth at the health facility level, to reduce
neonatal mortality (GHS, 2014). Currently, studies on the barriers to midwives’ ability to
provide quality care is scant. Those studies that reported on the challenges of providing quality
midwifery care focused on all MNH providers including professional midwives.
Tuncalp et al. (2015) have reported that of the seven thematic areas that have been
identified by the World Health Organisation (WHO) in the areas of obstetrics and newborn
care that can boost the survival of women and newborns, midwives can provide 87% of those.
Ten Hoope-Bender et al. (2014) also emphasise that the midwifery model of care has the
potential to help, not only reproductive health but also general health, education, and economic
empowerment of women, their families, and the wider community. This study, therefore,
importantly focuses specifically on the barriers that affect Ghanaian midwives’ capacity to
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provide quality maternity care, which will provide current and relevant evidence that can
contribute to the reduction of maternal and newborn morbidity and mortality.

Aims and objectives
The main aim of this study is to explore the barriers to Ghanaian midwives’ ability to
provide quality care, to investigate the consequences of these barriers for the midwives, and to
discover the processes that they employ to deal with and overcome these barriers to quality
maternity care. The main objectives are:
1. To examine the barriers and their underlying causes that midwives perceive to
negatively affect their ability to provide quality care.
2. To discover the consequences of these barriers to midwives’ ability to provide quality
care.
3. To investigate if midwives have any strategies that they employ to cope with these
barriers to their ability to provide quality care.
4. To develop a substantive theory on the barriers to midwives’ ability to provide quality
care.

Study setting and methodology
This study was carried out in the Greater Accra Region of Ghana, a West African state
with a population of approximately 24.7 million (Ghana Statistical Service, 2015). The Greater
Accra Region is located in southeastern Ghana along the Gulf of Guinea and is home to
Ghana’s capital Accra. The region comprises only 1.4 percent of the total land mass of the
country, but contains 15 percent of Ghana’s total population, 90 percent of whom live in urban
and peri-urban areas (Atiim, Elliott, & Clarke, 2017). The region was chosen because it has all
the health facility types in the Ghanaian health system. Ghana is a Lower Middle-Income
Country and its maternal and neonatal death rates are 310 per 100000 births and 25 deaths per
1000 live births respectively; like other LMIC, these are both high rates (GSS, GHS, & ICF
International, 2015).
This study utilises Glaserian Grounded Theory (GT) methodology to investigate the
barriers to midwives’ ability to provide quality care to women and neonates in the Ghanaian
context. Several studies investigating health phenomena in Ghana have used interpretive-
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naturalist methodologies. Although some studies using this approach have reported using GT
methodology, none strictly adhered to the tenets of the methodology. In this study however,
the principles of Glaserian GT methodology were strictly adhered to. The use of GT
methodology in this study led to the emergence of a middle range Grounded Theory – “Doing
magic with very little,” which explains the factors that affect Ghanaian midwives’ ability to
provide optimum care to women and neonates, and in particular the barriers obstructing them
at personal professional, organisational, socioeconomic and macro-economic levels. This
method also revealed the professional and personal consequences of these barriers, and the
coping strategies that midwives adopted to be able to carry out their duties, despite the barriers
and the consequences of those barriers affecting them.
This study demonstrates the GT methodology to be flexible because of the ability to
use qualitative techniques such as method and data triangulation, bracketing, and member
checking. The methodology also facilitated the unearthing of credible findings in the study
through the ability to build rapport with the study participants using non-participant
observation and the conducting of more than one interview with some midwifery participants.
The use of method and data triangulation, bracketing and member checking and the building
of rapport with the study participants enhanced the study’s rigor. The methodology for this
study is detailed further in Paper Two titled “Understanding the barriers to Ghanaian
midwives’ ability to provide quality care: Using Glaserian Grounded Theory Methodology in
a new context” (Ismaila, Bayes, & Geraghty, submitted for review).
Field work for the study was conducted from mid-January to mid-August 2018. Data
collection took place in 10 purposefully selected public hospitals from seven districts as
follows: four health facilities from metropolitan areas, three facilities from peri-urban areas
and three facilities from rural areas. The study population included 33 participants: 29
midwives in the labour wards of health facilities and four other healthcare professionals whose
work directly impacted the work of the midwives namely, a social worker, a pharmacist, a GHS
management staff and a manager of the National Health Insurance Authority. Although not
specified in Glaserian GT, bracketing was conducted by the researcher prior to the field work
in order to lay aside pre-existing beliefs, values, and assumptions about what to expect in the
field. As someone with the experience of working in the MNH sector in Ghana and from my
role as a husband, a father and a community member, I held the belief that the barriers to
Ghanaian midwives’ ability to provide quality care included lack of equipment, human
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resources, essential drugs and supplies that is caused by low government funding and poor
supply chain management.
I also believed that midwives cope with the barriers that they face in their workplaces
due to their motivation to bring joy to women and their families, due the reasons: that midwives
barriers are not as difficult as other health workers at the same level of practice, the midwives’
ability to receive support from their peers and their superiors, their tendency to exonerate
themselves from blame in the face of systemic failures and the reason that they condition
themselves to cope with the barriers that they face in their work because they do not have many
options of employment apart from working in public health institutions. To prevent my preexisting beliefs, values, and assumptions from unduly influencing the analysis of data, I noted
them down and shared them through discussions with my supervisors. Data were collected
through semi structured interviews and non-participant observations. Further details of the
study process are also mentioned in the papers presented in this thesis.

Ethics Approval
The study received ethical approval from the Edith Cowan University Human Research
Ethics Committee (number 18162) and the Ethical Board of the Ghana Health Service in Accra,
Ghana (GHS-ERC: 009/10/17); (see Appendix One – Ethics Approval). The participants were
verbally informed about the study and given information sheets to peruse (See Appendix Two
– Information Sheets). When participants agreed to take part in the study, they were asked to
sign consent forms (See Appendix Three – Consent Forms). The participants were informed
via the consent forms and verbally that they could stop the interviews or withdraw from the
study at any time without any negative consequences to them (See Appendix Four – Interview
Guide). The fieldwork was conducted by Yakubu Ismaila as the lead researcher, as part of this
PhD research.
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Overview of the study and findings
This study has resulted in five significant research outputs that have been published or
submitted for publication as significant articles or papers, which are all presented here and
contributing to this overall thesis. The methodology section above summarised one of these
articles. An overview of the remaining four publications and their significant findings are
provided below:
In terms of providing a literature review for this research, a systematic review of the
barriers to midwives’ ability to provide quality care is presented below as the first article in
this thesis titled “Barriers to quality midwifery care: a systematic review and meta-synthesis
of qualitative data” (Ismaila, Bayes, & Geraghty, submitted for review). The article aimed to
find out the barriers to midwives’ ability to provide quality care to women and newborns. This
article synthesises findings from eleven qualitative studies, which yields six categories
constituting the main barriers facing midwives in their efforts to provide quality care to women
and neonates, namely, (1) the lack of equipment; (2) inadequate space and infrastructure; (3)
inadequate skills and training; (4) staff shortages and high workloads; (5) emotional issues; and
(6) workplace culture. The findings of the review indicate that midwives are faced with
structural, process, and outcome barriers in their efforts to provide quality care to women and
neonates. It is concluded from this review that it is vital that studies are carried out in different
practice contexts to get a deeper understanding of barriers that midwives face in their
workplaces in order to help focus any ameliorating efforts.
Applying Glaser (1978)’s ‘six Cs’ coding family, a middle range Grounded theory was
conceptualised after bringing together the findings that emerged from the data. The theory of
“Doing magic with very little” emerged because it was overwhelmingly clear from the analysis
of the data that the barriers that midwives faced as well as the consequences of those barriers
could have huge detrimental effect on their ability to provide quality care to women and
neonates. However, amid the barriers and the consequences of those barriers, the midwives
strived to fulfil their duties because of their ability to develop coping strategies due to a single
covariance category, their motivation, which is underpinned by their strong affection for the
midwifery profession and their unflinching desire to save the lives of women and newborns.
Considering the numerous barriers that the midwives faced and the consequences of those
barriers, the emergence of motivation as the only category that spur midwives to carry on with
their work is what informed the labelling of the theory as “Doing magic with very little”
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although it was derived from an invivo code. Figure 1 below provides an overview of how the
theory encapsulates the study findings.

Figure 1.1 Overview of study findings

The third article presented in this thesis, “‘Doing magic with very little’: Barriers to
Ghanaian Midwives’ Ability to Provide Quality Maternal and Neonatal Care” (Ismaila, Bayes,
& Geraghty, 2019), which has been fully published in the International Journal of Childbirth,
Volume 4, 2019, and is included in this thesis as published, aimed to identify the barriers that
affect Ghanaian midwives’ ability to provide quality care to women and newborns. The article
presents the findings related to the barriers facing midwives’ ability to provide quality care.
This publication demonstrates that midwives are committed to providing quality care to women
and neonates, but are faced with significant barriers, such as those that are largely caused by
resource deficiency in the form of: inadequate infrastructure, equipment and supplies, and
referral and human resources; and including unsupportive facility management and client
related barriers.
The fourth article presented in this thesis, “‘Going off track’: The consequences of
barriers to Ghanaian midwives’ ability to provide quality care” (Ismaila, Bayes, & Geraghty,
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submitted for review), aimed to examine the consequences of the barriers that midwives face
in their bid to provide quality care to women and newborns. The barriers to the midwives’
ability to provide quality care were found to have physiological (including back pain, back
injuries, health conditions such as stomach ulcer and high blood pressure, risks of nosocomial
infections, and threats of physical attacks); psychological (such as pressure, stress and anxiety,
frustration, anger, and demotivation); and socioeconomic consequences (for example, their
inability to spend quality time with their families, thus the negative consequences on their
family responsibilities, such as an inability to complete their household chores, having to
employ family support, and the use of their own money to acquire resources of care for women
and neonates).
The fifth and final paper presented in this thesis, “Midwives’ strategies for coping with
barriers to providing quality maternal and neonatal care: A Glaserian Grounded Theory
Study” (Ismaila, Bayes, & Geraghty, submitted for review), aims to unearth the coping
strategies that Ghanaian midwives adopt to effectively provide quality maternal and neonatal
care. This article clearly demonstrates that although midwives are faced with barriers that have
both personal and professional consequences, they cope with these because of their motivation
to help women birth safely and their strong affection for the midwifery profession. The
midwives’ motivations were identified to spur other coping strategies, for example they were
found to be improvising when faced with barriers in their work. Proactive and close monitoring
of women and neonates in their work environment was another coping strategy that the
midwives adopted. The ability to develop and maintain support networks was also one of the
coping strategies of the midwives.
The research conducted for this thesis on the barriers to Ghanaian midwives’ ability to
provide quality care, will contribute to methodological knowledge for future researchers
employing GT methodology in similar contexts. The findings of the current study also provide
a deeper understanding of the factors that affect Ghanaian midwives’ ability to provide quality
care and will be useful in efforts to reduce maternal and neonatal morbidity and mortality.
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Thesis chapter outline
Chapter One has introduced the current study, provided a background to it, and
presented the aims and objectives of the study.
Chapter Two presents a literature review on barriers to midwives’ ability to provide
quality care. The review which has been submitted for publication, is presented in this thesis
as Paper One: “Barriers to quality midwifery care: a systematic review and meta-synthesis of
qualitative data” (Ismaila, Bayes, & Geraghty, submitted for review), and is currently under
peer review.
Chapter Three discusses the methodology used for the study. It constitutes Paper Two:
“Understanding the barriers to Ghanaian midwives’ ability to provide quality care: Using
Glaserian Grounded Theory Methodology in a new context” (Ismaila, Bayes, & Geraghty,
submitted for review), which details the experiences of conducting a Glaserian GT study in
Ghana and explains the strengths and limitations of this method.
Chapter Four constitutes the findings of this study and includes three articles: one
journal article published in the International Journal of Childbirth , Paper Three: “‘Doing
magic with very little’: Barriers to Ghanaian Midwives’ Ability to Provide Quality Maternal
and Neonatal Care” (Ismaila, Bayes, & Geraghty, 2019); and two manuscripts that have been
submitted to journals and are currently under review, including Paper Four: “‘Going off track’:
The consequences of barriers to Ghanaian midwives’ ability to provide quality care” (Ismaila,
Bayes, & Geraghty, submitted for review), and Paper Five: “Midwives’ strategies for coping
with barriers to providing quality maternal and neonatal care: A Glaserian Grounded Theory
Study” (Ismaila, Bayes, & Geraghty, submitted for review).
Chapter Five presents a summary of the key findings of the study, general
recommendations, the study’s strengths and limitations, and recommendations for future
research.
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CHAPTER TWO: LITERATURE REVIEW
Introduction
In this chapter, a systematic review and meta-synthesis of the literature on the barriers
to midwives’ ability to provide quality care is presented as ‘Paper One’, in the format of a
publishable manuscript submitted for peer review with a journal. This study used GT
methodology, and therefore this literature review was carried out only after data collection and
analysis had been conducted. The review question and search criteria were guided by the
Australian Journal of Nursing ‘Systematic Reviews, Step by Step’ series of articles’ criteria of
‘Population’ (or ‘Problem’), ‘Phenomenon of Interest, and Context’ (PICo) (Aromataris &
Pearson, 2014; Aromataris & Riitano, 2014; Munn, Tufanaru, & Aromataris, 2014; Porritt,
Gomersall, & Lockwood, 2014; Robertson-Malt, 2014). Eleven published qualitative studies
were included in the review after a detailed search and following the inclusion/exclusion
criteria that was identified for the study. The following six categories were obtained from the
data: (1) the lack of equipment; (2) inadequate space and infrastructure; (3) staff shortages and
high workloads; (4) inadequate skills and training; (5) emotional issues; and (6) workplace
culture. These six categories were further synthesised by delineating them into structure
process and outcome factors.
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PAPER ONE: Barriers to quality midwifery care: A systematic review and
meta-synthesis of qualitative data
Abstract
Background: Skilled attendance at birth by well-educated and regulated midwives has
been identified to reduce maternal and neonatal morbidity and mortality, however, midwives
have been found to experience barriers that affect their ability to provide quality care to women
and neonates.
Aim: This systematic review and meta-synthesis of qualitative data was conducted to
find out the barriers to midwives’ ability to provide quality care.
Methods: Qualitative studies that reported on barriers to midwives’ ability to provide
quality care were identified by searching the following data bases: CINAHL, PubMed, Web of
Science, and PsychINFO. Studies were selected if most of their study population were
midwives and if they reported on barriers that midwives face.
Findings: After screening 813 papers, 11 studies were included in the study. The metasynthesis of the findings resulted in six categories namely the lack of equipment; inadequate
skills and training, inadequate space and infrastructure, staff shortages and high workloads,
emotional issues, and workplace culture. Using the Donabedian model of quality care, the
barriers were grouped into structure, process and outcome factors.
Conclusion: Midwives’ barriers to their ability to provide quality care is a global
phenomenon. Currently efforts to improve quality care in low income countries focusses on
structural factors whilst those in high income countries focuses on process factors, however, in
order to improve quality care for women and neonates, efforts need to be focused on all the
factors of quality care. Therefore, it is vital that studies are carried out in different practice
contexts to get a deeper understanding of barriers that midwives face in their workplaces in
order to help focus any ameliorating efforts.
Key words: midwives, barriers, maternal health, neonatal health, systematic review.
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Background
Globally, maternal and neonatal mortality rates remain high, especially in Low-and
Middle-Income Countries (LMIC), despite a widespread increase in the provision of skilled
attendance in labour and birth (Koblinsky et al., 2016; Matthews et al., 2010; Van den Broek
& Graham, 2009). The provision of care by well-educated and regulated midwives has been
found to reduce maternal and neonatal mortality (Fauveau, Sherratt, & De Bernis, 2008; Ten
Hoope-Bender et al., 2016). The midwifery model of care whereby reproductive, maternal, and
neonatal care is provided by educated, licensed, and regulated midwives working in
interdisciplinary teams, has also been found to be more advantageous than care provided by
other professionals (Ten Hoope-Bender et al., 2014). However, a myriad of barriers affects
midwives’ ability to provide quality maternal and neonatal care (Filby, McConville, & Portela,
2016; Tunçalp et al., 2015).
Two literature reviews were identified that reported on the barriers to reproductive,
maternal, and newborn health providers’ ability to provide quality care to women and neonates.
In these reviews, barriers that can be grouped under sociocultural, economic, and professional
factors were delineated that affect midwifery care providers’ ability to provide quality care to
women and neonates (Filby et al., 2016; Munabi‐Babigumira, Glenton, Lewin, Fretheim, &
Nabudere, 2017). The reviews mentioned above however, only focused on care providers in
LMICs. Also, their populations included all midwifery care providers. There is, therefore, the
need to conduct a systematic review that provides a global picture, because the barriers to
midwifery care are not limited to LMICs (Brodie, 2013). Further, it is important that such a
literature review focusses specifically on professional midwives given the advantages of their
deployment over other care providers as indicated by Ten Hoope-Bender et al. (2014). The aim
of this systematic review was to gain insights into what barriers affect professional midwives’
ability to provide quality care to women and newborns in health facilities.

Methods
The review question and search criteria were guided by the Australian Journal of
Nursing ‘Systematic Reviews, Step by Step’ series of articles’ criteria of ‘Population’ (or
‘Problem’), ‘Phenomenon of Interest, and Context’ (PICo) (Aromataris & Pearson, 2014;
Aromataris & Riitano, 2014; Munn, Tufanaru, & Aromataris, 2014; Porritt, Gomersall, &
Lockwood, 2014; Robertson-Malt, 2014) (see Table 2.1). Using the above criteria, the review
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question was defined as ‘What are the barriers to midwives’ ability to provide quality care to
women and neonates in health facilities?’ and the search term components were derived from
the Table 2.1 below.
Table 2.1: Search terms
Population

Phenomenon of interest

Context

Midwif*
Midwives
Midwifery staff
Nurse midwife
Nurse midwives
Maternity nurse*

quality of midwifery care
quality of health care
quality of newborn care
health care quality
care quality
quality

Labour ward
Maternity unit
Birth centre
Birthing unit
Maternity care
Midwifery practice
Midwifery service
Barriers
Client attitudes
Difficulties
Challenges
Obstacles
Household
Social isolation
Referral
Refer*
Health professionals
Health personnel
Human resources
Obstetric equipment and supplies
Equipment
Drugs
Maternal child health services
Maternal health
social isolation
family characteristics household
clients
workforce
equipment and supplies
Health services maternal
Newborn health
Hospital’s maternity
Hospital referral
Hospital equipment and supplies
Essential drugs
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Inclusion and exclusion criteria
Studies conducted using Ethnography, Narrative Inquiry, Grounded Theory or other
qualitative methodologies that were published in English in peer reviewed journals in the
preceding 10 years (2009 - February 2019) were sought. The papers that were selected were
required to report studies in which most of the participants (at least 70%) were professional
midwives. Papers that did not report qualitative studies, those that were published more than
10 years ago and those that did not report midwives as the dominant participants were not
included in the study. Papers which were not written in English were also not included. Also,
studies must have reported on midwives’ barriers to providing quality care.

Search and selection
The search for literature was conducted in the CINHAL, PsychINFO, and PubMed
databases. Manual searches of the lists of references of studies retrieved through this process
were also conducted. The initial searches produced 799 records. An additional 14 records were
identified by checking the reference lists of papers, making a total of 813 records. Out of this
total, 95 articles were initially retained because their titles indicated that they could be relevant
to the study. Of the 95 studies selected after the title screening, 23 duplicates were removed.
After abstract review, 41 papers were excluded for not meeting the inclusion criteria for the
study. A full text review was carried out on the remaining 31 articles after which 11 articles
were retained for inclusion in data analysis (see Table 2.2).
Table 2.2: Number of articles retained at each search/screening stage
Search and screening stage

Number of articles retained

1. Database search + reference list hand searches

813

2. Screening by article title

95

3. Duplicates removed

72

4. Screening by article abstract

31

5. Screening by full text review

11
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The search strings used in the literature search included the following:
((midwife* OR midwives OR "midwives" OR ("nurse midwives") OR (maternity nurs*)) AND
(("quality of midwifery care") OR ("quality of midwives care") OR (quality of health care) OR
((MH "Quality of Health Care")) OR ((MH "Quality of Nursing Care")) OR ("quality of
maternity care") OR ((MH "Maternal-Child Care")) OR ("quality of maternal care") OR
("quality of newborn care") OR ((MH "Intensive Care, Neonatal")) OR quality) AND ((labour
ward) OR ("labor ward") OR ("maternity unit*") OR ("birth center") OR ("birthing unit*") OR
((MH "Labor Stage, First") OR (MH "Labor Stage, Second") OR (MH "Labor Stage, Third"))))

Data analysis and synthesis
The main emergent concepts of the studies reported in the 11 retained papers were
summarised and compared for similarities, themes, and differences. The findings of the
included studies were also extracted. The analysis of the data from the included studies began
with open coding. This involved identifying words or groups of words in the data and labelling
them (Birks & Mills, 2015). During open coding the main questions asked were ‘what is this a
study of?’ and ‘what category or property of a category does the barrier indicate?’ (Glaser,
2016). Constant comparison was then used to arrive at the categories that indicated the barriers
that the midwives faced. After the categories emerged, the Donabedian (1988) model of quality
care was used to synthesise the categories into structure, process and outcome factors.
According to the Donabedian model of quality care, structure comprises the characteristics of
the resources of care in the health system such as the number of qualified staff, available
equipment, and the technologies for care. The process aspect of care measures the interaction
between care givers and patients or what is done to and for the patient and includes aspects
such as patient examination and waiting time. Outcomes on the other hand measures the effects
of care and is in the form of morbidity, mortality, and patient satisfaction (Donabedian, 1988;
Van den Broek & Graham, 2009).
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Results
Study summaries and characteristics
The eleven included studies were independently assessed by two reviewers and any
differences were resolved through consensus. Of the eleven studies included in this review,
four reported on specific practice difficulties; these included barriers in providing care to
women with female genital mutilation, the availability of human resources for the care of
neonates, barriers to simultaneously providing assistance for pregnancy termination and child
birth and barriers to the provision of humanising care (Dawson et al., 2015; Mizuno, 2011;
Mselle, Kohi, & Dol, 2018; Pomevor & Adomah-Afari, 2016). Two studies reported on barriers
related to specific processes in the care of women and neonates that included management of
the third stage of labour and effective bag and mask ventilation (Moshiro, Ersdal, Mdoe,
Kidanto, & Mbekenga, 2018; Schack, Elyas, Brew, & Pettersson, 2014). Two papers reported
on barriers that were precipitated by the environments in which midwives worked (Davis &
Homer, 2016; Hammond, Foureur, & Homer, 2014). Of the included studies, only two papers
reported on barriers and facilitators. In these papers only information related to barriers were
considered. The characteristics of the included studies are given in Table 2.3.
The study populations of seven of the eleven included studies consisted of midwife
participants only. Four studies recruited midwives and other health professionals as
participants, however, in these studies midwives comprised more than 70% of the study
participants. Quality was assessed using the Consolidated Criteria for Reporting Qualitative
Research (COREQ) checklist (Tong, Sainsbury, & Craig, 2007), with none of the selected
studies fulfilling all the identified inclusion criteria. The highest score on the checklist was
27/34 whilst the lowest score was 8/37, and none were excluded as a result of quality appraisal.
Following data analysis six categories emerged that captured the barriers to midwives’ ability
to provide quality care.
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Table 2.3: Characteristics of included studies
Author Names and title

Study
location
Uk

Reviewers

Hunter et al. (2015). Oh no, no, no we
haven’t got time to be doing that.

Setting of data
collection
Private room at the
study site

Authors’ conclusions

Participants were
selected using flyer
advertisements

Observation in the
labour ward

The midwifery breastfeeding agenda will only
be successful if midwives take control of their
environment and create environments where
supportive ideals are able to be achieved.

Semi structured
interviews,
observation and
documentary search.

Participants who
were available and
ready to participate
were selected
(convenience
sampling)

Not stated

The paper concluded that there was the
problem of inadequate staff and most of the
staff who were there were not familiar with
the care of neonates. The authors indicated
that midwives needed on the job training to
improve their skills in the care of neonates.

12 midwives

In-depth interviews.

Purposive sampling

Interviews were
conducted in
secluded areas in
the maternity

The authors concluded that guidelines must be
updated constantly. There must also be
continuous effort in ensuring that midwives
adhere to these guidelines.

12

24 midwives, 2 Medical
superintendents, 2 Health
Services Administrators

In-depth interviews,
focus group
discussions and semi
structured interviews

Purposive sampling

In-depth
interviews took
place in
respondents’
offices. The
location for semistructured
interviews was not
stated

The authors concluded that the
implementation of maternal health policies
should be done taking into consideration the
environment or the context in which the
intervention is implemented. They also
indicated that midwives should be involve in
the development of health policies for
maternal health in order to secure their support
and commitment towards its success.
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11 midwives

Semi structured
interviews

Convenience
sampling

Interview location
was not stated

Midwives are strongly affected by their
ambivalent role of adding post abortion care
for women to their work. For those conflicts to
be resolved the hospitals need to enhance the
work environment and provide possible
approaches for the reduction of professional
confusion among midwives.

Sample size

Methods

Sampling

YI and SB

COREQ
score
27

six midwives

Semi-structured
interviews

Self-selection

UK

YI and SB

19

seven midwives

Practice observation
and semi structured
interviews.

Pomevor et al. (2019). Health providers’
perception of quality care for neonates
in health facilities in a municipality in
Southern Ghana.

Ghana

YI and SB

12

11 maternity and paediatric
ward staff of a regional
hospital and four other
midwives from selected
health facilities.

Schack et al. (2014). Experiencing
challenges when implementing active
management of third stage of Labour
(AMTSL): a qualitative study with
midwives in Accra, Ghana.

Ghana

YI and SB

15

Banchani & Tenkorang (2014).
Implementation challenges of maternal
health care in Ghana: the case of health
care providers in The Tamale
Metropolis.

Ghana

YI and SB

Maki Mizuno (2011). Confusion and
ethical issues surrounding the role of
Japanese midwives in childbirth and
abortion: A qualitative study

Japan

YI and SB

Martin (2015). Midwives’ experiences
of using a modified early obstetric
warning score (MEOWS): a grounded
theory study.
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New changes to maternity care need planning,
the involvement of the midwives in the
development of the tools, effective
communication and adequate training.

Dawson et al. (2015). Midwives’
experiences of caring for women with
female genital mutilation: Insights and
ways forward for practice in Australia.

Australia

YI and SB

18

48 midwives

Focus group
discussions

Purposive sampling

Meeting rooms in
study sites

Training and supportive supervision is
required in order to improve midwives’
confidence when caring for women with
female genital mutilation.

Moshiro et al. (2018). Factors affecting
effective ventilation during newborn
resuscitation: a qualitative study among
midwives in rural Tanzania

Tanzania

YI and SB

11

Eight midwives

Semi structured
interviews with
midwives

Not stated

In a private office
within the hospital
premises

To ensure effective ventilation there is the
need for midwives who are competent and
comfortable with the task. Therefore, there is
the need for more simulation training that uses
more realistic manikins as well as increased
frequency of practice.

Mselle et al. (2018). Barriers and
facilitators to humanizing birth care in
Tanzania: findings from semi structured
interviews with midwives and
obstetrician.

Tanzania

YI and SB

8

Six midwives and two
obstetricians

Semi structured
interviews

Convenience
sampling

Interviews were
conducted in a
private room in the
hospital premises

The authors indicated that it is important for
the government to re-evaluate the labour
wards and increase the space and staff
allocation to improve family integrated care
and to improve in service training that should
include aspects of changing the culture in the
labour ward.

Davis & Homer (2016). Birthplace as
the midwife’s workplace: How does
place of birth impact on midwives?

Australia

YI and SB

20

12 midwives

Focus group
discussions

Self-selection

Not stated

Birthplace culture of “busy-ness” and the
constant scrutiny of the care process of the
midwife in the labour ward setting does not
offer them the opportunity to be able to relax
and focus on the woman as happens when
they birth women in primary settings.

Athena Hammond et al. (2014). The
hardware and software of hospital birth:
A midwifery perspective

Australia

YI and SB

15

Seven midwives and one
student midwife

Video reflective
interview

Not stated

Private rooms
chosen by the
midwives

The efficiency of the work of the midwife is
affected by both the hardware and the
software of the designs in hospital birth rooms
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The lack of equipment
In this category the barriers that midwives face regarding essential equipment that they
use in the provision of care to women and neonates is captured. These findings indicate that
lack of essential equipment and personal protective equipment needed for midwives’ work is a
barrier that midwives faced (Banchani & Tenkorang, 2014; Pomevor & Adomah-Afari, 2016),
as explained by a participant in the study reported by Pomevor and Adomah-Afari (2016): “We
don’t have incubators, we improvise, we sometimes use hot water bottle for the premature
babies” (p. 914).
In addition to the unavailability or absence of essential equipment, midwives are also
reportedly faced with the barrier of faulty equipment or that which is no longer functional
(Banchani & Tenkorang, 2014; Pomevor & Adomah-Afari, 2016). One participant in Banchani
and Tenkorang (2014) described this situation as follows: “Most of our equipment are not in
good shape at all. Most of the wheelchairs are broken down, and this has made the movement
of patients in and out of the operating theatre very difficult for us” (p. 6).
Due to the unavailability of correct equipment, midwives were found to be using
inappropriate alternatives or other materials to be able to take care of women and newborns as
suggested by the following quote: “The ambubag is too big for the neonates so I improvise
with the voltic bottles (plastic water bottles) I prepared myself” (Pomevor & Adomah-Afari,
2016, p. 914).
Inadequate skills and training
As well as having inadequate equipment, it was identified from the data included in this
review that midwives also faced the barrier of not being equipped with all the relevant technical
skills needed for the provision of care to women and newborns. For instance, Moshiro et al.
(2018), indicated in their study that midwives found it difficult to determine whether newborns
needed resuscitation or for how long resuscitation should be carried out because of their lack
of education in or understanding of neonatal resuscitation as indicated by this quotation:
“After stimulation and suction, sometimes you can see the baby responding,
therefore you wait, but as you continue to wait, you see the colour starts to change
and the breathing continues to be abnormal, but you have already wasted some
time when you thought the baby would come up” (Moshiro et al., 2018 p. 6).
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Midwives were also found to face skill challenges in the provision of care for women
with female genital mutilation (FGM) (also referred to as female genital circumcision or
‘FGC’) as described by a participant in Dawson et al. (2015)’s study below:
I had to actually do an anterior episiotomy on her. I found that to be very
unnerving, to actually have to cut upwards, which is against everything that we
actually do. Having the fear of how (to do it) and when it’s going to stop because
you don’t technically use the scissors on that. You just – well, we didn’t. We put
the blade behind it and it just gave. The fear is how far it is going to extend and
what it is going to do (p. 211).
In-service trainings could help midwives to be up to date with latest evidence-based
research and the skills necessary for their functioning (Elikplim Pomevor & Adomah-Afari,
2016). However, it was noted that midwives do not get enough in-service training in order to
sharpen their skills (Banchani & Tenkorang, 2014; Schack et al., 2014). A participant in
Banchani & Tenkorang (2014)’s study outlines her experience thus:
Since I started working in this facility for about four years now, I have never been
part of any In-Service Training program (IST). For almost two (2) years now, none
of us here have attended any IST. I am still relying on what I have learnt from
school to attend to clients. Sometimes, you encounter difficult situations, especially
management of third stage of labour that you were not thought in school you have
to do try and error to save the mother (Banchani & Tenkorang, 2014 p. 211).
In-service training was reportedly unavailable to many midwifery participants in the
included studies. According to the literature, in some cases, when in-service training is
organised, not all staff are included who may require the needed skills (Banchani & Tenkorang,
2014; Pomevor & Adomah-Afari, 2016), as one informant shared:
we hear of such training programs from our colleagues and in the next moment the
training program is going on and we do not know the criteria they use to select
people for such programs. Most of the time, it is our boss who attends such
programs (Banchani & Tenkorang, 2014 p. 211).
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Inadequate space and infrastructure
Inadequate space to work in was identified in the included studies as an issue that
midwives faced that negatively impacts their ability to provide quality care. Inadequate space
hinders their ability to provide optimal care to women and newborns because it affects their
ability to be with the women throughout the birthing process. The issue of space was also found
to affect certain aspects of care such as documentation and the ability of midwives to rest during
their breaks (Hammond et al., 2014; Hunter, Magill-Cuerden, & McCourt, 2015). This was
illustrated as follows:
So, you have beanbags and mats and what not. You’ve made this little nest and you
are like, OK, somewhat I have to fit into this nest to do what I’ve got to do. You
can’t. You’ve created this lovely nest for that woman, but you don’t have anywhere
to put yourself (Hammond et al., 2014 p. 827).
Inadequate space also affects the privacy of women during their care process because birthing
women are not able to experience one on one care with the midwives alone without other people
seeing or hearing (Mselle et al., 2018). This is an issue because privacy is essential to low
cortisol and optimal oxytocin levels, both of which are necessary for the smooth progression
of labour (Lothian, 2004; Odent, 1987). The issue midwives face in this regard is indicated by
this quote below from Mselle et al. (2018):
[For privacy] delivery rooms have partitions. There are some partitions but the
other end of the room, especially those aluminium and glass partition, do not
ensure privacy of a delivering mother. Privacy does not mean only being unseen
by other people when giving birth but any mother who enters the labour room
expects to be alone with the midwife (Mselle et al., 2018 p. 4)
Because of the lack of adequate space in the maternity facilities, the families of women
or their support persons are not allowed to be with them during labour and birth (Mselle et al.,
2018). This prevents the birthing women from receiving emotional support from their partners
or chosen birth support people. This issue was identified by one midwife in the quote below:
Because of [the size of] our rooms (it) is difficult to find [have] a relative in the
room all the time, we have nurses there who can provide details to relatives when
they require them, but because of our rooms, relatives do not stay to the end. Until
the woman is delivered the relatives are outside and are not allowed to enter in the
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room. They will get all the details they want from nurses. Until after when the baby
is born and the condition of the mother is stabilized, there is no chance for any
relative to enter the room (Mselle et al., 2018 p. 4).
In addition to the issue of lack of space, other infrastructural barriers faced by midwives
in developing countries have been reported to include: intermittent power and water supply;
the lack of standby power generators; and the location of running water (Banchani &
Tenkorang, 2014; Hammond et al., 2014). This is illuminated in the quote below:
The electricity and water supply systems are not reliable. There are usually
intermittent power outages that usually put us in difficult situations, especially
during caesarean sections, the power can go off without any prior notice and we
do not have a standby generator (Banchani & Tenkorang, 2014 p. 6).
Staff shortages and high workloads
The inadequate number of midwives is another factor indicated in the studies reviewed,
to negatively affect the provision of quality care to women and newborns. The findings indicate
that this is due to a shortage of midwives proportionate to the number of women requiring care
(Hammond et al., 2014; Hunter et al., 2015; Schack et al., 2014) and is illustrated in the
following quote: “I think the problem is that we’re really short staffed and we are too busy”
(Hunter et al., 2015 p. 800).
The mismatch between the number of midwives available and the number of birthing
women, results in an increased workload for midwives (Hammond et al., 2014; Hunter et al.,
2015). The midwives in the studies included in this review, described extremely busy schedules
that affected their ability to be with women throughout labour and birth, and their capacity to
perform important procedures such as controlled chord traction at the right times (Hunter et al.,
2015; Schack et al., 2014). In some places, because of the lack of staff, the midwives are not
able to use some of the facilities at their disposal. Pomevor and Adomah-Afari (2016) for
instance indicated that, because of staff shortages midwives are not able to use a special ward
meant for neonates and premature babies. The workload of midwives is reportedly further
exacerbated by the documentation they must fill in, and other functions such as being a
chaperone to male medical colleagues performing assessments and treatment on women
(Banchani & Tenkorang, 2014). The following outline of one participant’s workday illustrates
the staffing-related challenges:
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We are just working here like we are machines. When you arrive for work in the
morning, you will be on your feel till the evening. On the average one midwife has
to attend to about 60 to 80 pregnant women in a day and you have to ignore certain
aspects of care that are crucial. You have to also perform other duties such as
assisting doctors in obstetrics and gynaecology cases, conducting normal vaginal
deliveries, keeping of records at the labour ward… (Banchani & Tenkorang, 2014
p. 5).
One issue of serious concern is that, in some environments, midwife shortages often lead
to task shifting. For example, in the situation where a midwife may relinquish some of their
duties, such as observing women in labour, documentation, and the administration of oxytocin
to other less qualified staff such as maternity care assistants, who may not have adequate skills
for those duties, thereby affecting the quality of care (Martin, 2015; Schack et al., 2014) as
indicated in the quote below:
We let care assistants do the observations on the presumption that should they find
something abnormal, they came to tell the person in charge. I was that person in
charge, and nobody told me... several hours has passed by... and nobody treated
her (Martin, 2015 p. 63).
Another workforce barrier that was identified in the literature is the lack of specialists such as
paediatricians and gynaecologists (Pomevor & Adomah-Afari, 2016).
Emotional issues
Fear of negative outcomes was found in the included studies to be a barrier that affects
the ability of midwives to provide optimum care. This category indicates that midwives harbour
fear in the process of caring for birthing women due to the lack of required skills to manage
complex procedures during the birthing process. For instance, midwives who take care of
women who have experienced genital mutilation were apprehensive that they could cause more
harm during the process of birthing (Dawson et al., 2015; Moshiro et al., 2018). Midwives were
also found to exhibit fear or anxiety that could result in panic when they have insufficient skills
to manage the resuscitation of neonates (Moshiro et al., 2018): For example, as this quotation
illustrates, “... you become fearful thinking whether you will be able to save that life ... that is
why sometimes we panic” (Moshiro et al., 2018 p.6).
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The requirement of midwives to provide both abortion and birthing services to women
is associated with a sense of guilt and sadness which sometimes results in depression about the
abortion aspect as well as joy about the birthing aspect. These contradictory feelings have been
found to cause midwives confusion that result in their inability to give optimal care to the
women (Mizuno, 2011). One midwife sheds light on the issue below:
It was difficult for me to change my feelings…I assisted with the induction
abortion…I cared for the crying woman and aborted fetus. I took the day to grieve
and became depressed…and soon after, I assisted with childbirth…I couldn’t
really feel happy, and it was difficult for me to say ‘congratulations on your
newborn baby’ to the mother and the family (Mizuno, 2011 p. 504).
Workplace culture
The findings in this category show that certain ingrained ways of doing things in
midwives’ workplaces affect their ability to provide quality care to women and newborns.
According to Davis and Homer (2016) and Hammond et al. (2014) the labour ward set up for
birthing women is seen by some midwives as too medicalised in many maternity services. This
is evidenced by birthing spaces being inundated with medical equipment not needed for normal
birthing. Hammond et al. (2014) also indicate that sometimes instruments in the birthing suit
can cause clutter and congestion thereby affecting the ability of midwives to be with women
throughout the delivery process.
According to Davis and Homer (2016), in labour wards, the organisation of care is such
that midwives always try to look busy due to the scrutiny of their colleagues as well as their
immediate superiors. This has been identified to affect the ability of midwives to simply ‘be
with’ women throughout the birthing process in order to provide emotional support to them.
The close monitoring by colleagues and superiors, which is sometimes perceived by midwives
to be prying, has also been indicated by midwives as a source of irritation, thereby affecting
the quality of the care that midwives deliver, as indicated by this quote below:
But in the birthing unit, depending on who is on, you often get people who want to
know everything you’re doing. Other staff members, they have to know what is
going on and that is fair enough. If they are in charge of that shift they need to
know, but to the point when you are not saying “ I trust these midwives to do what
they do best and I can just sit back and they will tell me if there is a problem” And
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that irritates me because somebody doesn’t trust me enough to let me go on with
my job and know when to interfere or not to (Davis and Homer, 2016 p. 412).
Findings from the studies included in this review also indicated that midwives feel that,
contrary to birth centre or home settings, the increasing medicalisation of the birthing process
in labour wards alienates women and their families or support persons, thereby affecting their
childbirth satisfaction, which is a key indicator for quality care (Davis & Homer, 2016;
Hammond et al., 2014). For example, this quotation demonstrates the point by highlighting the
benefits of the home setting for births:
It’s only geography as far as I am concerned but for me as a midwife, it’s (the home
setting) calmer, more pleasant, and more enjoyable. And I am not focused on doing
a thousand other things. I am more focused on the job at hand and that is looking
after the woman and the family (Davis & Homer, 2016 p. 411).
Another practice by midwives that affects the satisfaction of the birthing women, their
families or their accompanying persons is the prevention of support persons to be with the
birthing women throughout their birthing, because of midwives’ perception that the support
persons will be in their way, as they lack understanding of the birthing process. The following
quote illustrates this issue: “We do not allow them [family members] to come in, once they
brought in a woman, we deal with her by ourselves” (Mselle et al., 2018 p. 4).
Midwives also indicated that, their lack of involvement in the implementation of changes
in the care processes of women as well as contextual macro processes that affect midwifery
work, affect their ability to provide optimum care (Banchani & Tenkorang, 2014; Martin,
2015). This is supported by the following quote: “Management, education, and medics will sit
in meetings and say ‘we’ve got to put this in place... We’ve decided... and that’s the way it will
work....” (Martin, 2015 p. 62).
Furthermore, poor collaboration and communication between midwives and other health
workers, and differences of opinion between caregivers from different disciplines are
institutional barriers that were identified to have the potential to cause negative outcomes in
maternity care, and thus affect the delivery of quality care (Martin, 2015; Moshiro et al., 2018),
The following quotation from a midwife highlights this issue:
I told the doctor that it would be difficult to deliver this baby, but he reviewed and
examined the mother, and he said she would deliver. Later I told the doctor you
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will not leave until we have delivered this baby, and once the baby came out, we
had to resuscitate for a long time but later the baby died (Moshiro et al., 2018 p.
5).
Finally, individual studies have found the use of herbal preparations by women for the
augmenting of labour contractions, is an action taken by women that can affect the ability of
midwives to provide optimum care to women and neonates (Mselle et al., 2018).

Second level synthesis
Second level synthesis of the findings was conducted using the Donabedian (1988)
framework for the assessment of quality of care. In this framework, three elements are
identified that together contribute to quality care, namely, ‘structure’, ‘process’ and ‘outcome’
(Briere, 2001; Donabedian, 1988; Maxwell, 1992; Peabody, Taguiwalo, Robalino, & Frenk,
2006). By characterising the barriers to midwives’ practice into these elements we aim to
broaden the understanding of the issues facing these health professionals in relation to the
quality of the care that they provide.
Structure
Lack of equipment (Banchani & Tenkorang, 2014; Pomevor & Adomah-Afari, 2016),
broken equipment (Banchani & Tenkorang, 2014; Pomevor & Adomah-Afari, 2016), and
inadequate space in the midwives’ working environment for the provision of care as well as
for rest (Banchani & Tenkorang, 2014; Hunter et al., 2015; Mselle et al., 2018) can all be
classified as ‘structure’ factors that affect the provision of quality care by midwives. Other
structure factors that were identified in this study include inadequate or insufficient staff levels,
and the use of less qualified staff in the provision of care (Martin, 2015; Pomevor & AdomahAfari, 2016; Schack et al., 2014).
According to Donabedian (1988), the existence of good structures positively affects the
process of care. The absence of, or deficiencies in this element of care, on the other hand, can
have negative impacts on outcomes for women and newborns. In relation to LMIC, focus
(especially by donor agencies) has largely been on structure because the availability of
resources such as equipment, human resources, supplies and drugs is a big challenge (Heiby,
Armbruster, & Jacobs, 2014; Peabody et al., 2006; Prytherch et al., 2013). However, Peabody
et al. (2006), who are strong proponents of the Donabedian model, assert that an adequate
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structure does not always equate to positive outcomes, although it is the basic starting point for
the effective care.
Process
A number of process barriers were identified in the literature included in this review to
affect the ability of midwives to deliver quality care to women and newborns; these include
inadequate knowledge (Dawson et al., 2015), inadequate skills and training (Banchani &
Tenkorang, 2014; Dawson et al., 2015; Pomevor & Adomah-Afari, 2016; Schack et al., 2014),
workplace cultures (Davis & Homer, 2016; Hammond et al., 2014; Mselle et al., 2018),
emotional issues such as fear anxiety and panic attacks, secondary to working in low resource
setting (Moshiro et al., 2018).
As process also includes the contribution or efforts of the care recipient (Donabedian,
1988), the use of herbal medicines to boost contractions in contradiction to midwives’
preference (Mselle et al., 2018) can also be classified as process barriers to midwives’ ability
to provide quality care. The difficulties of joint decision making or ineffective collaboration
both with women and with other health professionals are also a process factors (Banchani &
Tenkorang, 2014; Martin, 2015; Moshiro et al., 2018; Schack et al., 2014). The importance of
process in health care was underscored by Peabody et al. (2006), who have proposed that care
outcomes are more dependent on process than structure. Subsequently, Heiby et al. (2014)
identified that in LMIC, focus has been on structure and that in high income countries, quality
of care improvement efforts usually concentrates on process factors. Given the interdependence
of the two factors, however, equal attention needs to be paid in both LMIC and high-income
countries to both process and input factors to optimise midwifery care quality.
Outcomes
Finally, outcomes include clinical outcomes such as morbidity, mortality, and clients’
satisfaction. Client satisfaction, however, has previously been found to be difficult to measure
because of bias on the part of clients in defining what comprises good quality care (Maxwell,
1992). However, this has changed over time (Hulton, Matthews, & Stones, 2007; Raven,
Tolhurst, Tang, & Van Den Broek, 2012). Outcome barriers that were evident in the literature
included in this review include: lack of privacy of women during the birthing process; and the
lack of emotional support (Banchani & Tenkorang, 2014; Mselle et al., 2018; Schack et al.,
2014). These factors have the capacity to influence the satisfaction of women and their families.
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Study limitations
A well-defined search strategy was used in arriving at the included studies, however,
because of the criteria of including only English language studies and studies published in the
last ten years, it is possible that some quality studies were not included. The poor indexing of
qualitative studies is also a factor that may have hindered the inclusion of some relevant studies.
Nonetheless, the included studies provided detailed data and a contemporary view of the
barriers to midwives’ ability to provide quality care to women and neonates.

Relevance to clinical practice
This review has identified that in their bid to provide quality care to women and
neonates, midwives are faced with structure, process, and outcome barriers. Efforts to combat
these barriers in the developed countries have focused on process factors whilst those in LMICs
have focused on structure factors. The most effective way to combat the barriers, however, is
to focus efforts on all the factors of quality care, namely structure, process, and outcomes

Conclusion
The issue of maternal and neonatal mortality is important in global health efforts due
to the persistent high maternal and neonatal morbidity and mortality worldwide. The use of
well trained and regulated midwives has been found to be crucial in the reduction of maternal
and neonatal mortality. This synthesis of published qualitative research and interpretation of it
through the Donabedian model indicates that midwives are faced with a myriad of barriers that
hinder their ability to provide quality care to women and newborns. For maternal and neonatal
morbidity and mortality to be reduced, especially in LMIC, efforts must target obstructive
factors at all organisational and social levels. Further research investigating an in-depth
understanding of the factors that impede midwives’ capacity to provide quality maternal and
newborn care in different practice contexts, and perhaps more importantly, to explore what
midwives themselves propose as solutions, is therefore necessary.
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Summary
The findings presented above in Paper One provided a systematic review of the
literature, and clearly indicated that internationally, midwives face structure, process as well as
outcome barriers in their efforts to provide quality care to women and neonates. However,
Paper One also highlighted that an in-depth examination of the practice barriers that midwives
face in different contexts is vital. As indicted previously in chapter one, a detailed
understanding of the specific challenges to quality midwifery care in Ghana, a country with
high maternal and neonatal morbidity and mortality, remains largely unknown. How Ghanaian
midwives are impacted by, and cope with, working in challenging situations day after day has
also thus far, been unreported. This thesis thus helps address this gap in knowledge by
providing a detailed understanding of the specific challenges to quality midwifery care, its
impact, and midwives’ coping strategies.
Next, in chapter three, the methodology and methods of the current study are reported,
along with an overview of the study findings and the strengths and weaknesses of using
Glaserian GT methodology in the Ghanaian context.
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CHAPTER THREE: METHODOLOGY
Introduction
This chapter presents Paper Two in the format of a publishable manuscript submitted
for peer review with a journal, entitled ‘Understanding the barriers to Ghanaian midwives’
ability to provide quality care: Using classic Grounded Theory Methodology in a new context’.
This Paper Two discusses the use of Glaserian GT in the present research, to discover barriers
to Ghanaian midwives’ ability to provide quality care to women and neonates, the
consequences of those barriers and how midwives deal with those barriers. Paper Two provides
a brief history of the origins of GT methodology and its place in the naturalistic-interpretive
paradigm of research. It then details how Glaserian GT methodology was used in the collection
and analysis of the data for this study. The paper then goes on to summarise the findings of the
study and indicates the strengths and weaknesses associated with the use of the methodology
in the Ghanaian context.
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PAPER TWO: Understanding the barriers to Ghanaian midwives’ ability
to provide quality care: Using Glaserian Grounded Theory Methodology in
a new context
Abstract
Background: Researchers are increasingly using interpretive-naturalist methodologies
in health research, which allows for an understanding of human phenomenon from a multiple
reality perspective. In Ghana, a number of these methodologies have been employed to
investigate health phenomena, including Grounded Theory. However, none of the studies that
have used Grounded Theory in the setting have used the methodology in full.
Aim: The main aim of this paper is to describe the experience of conducting a Glaserian
Grounded Theory study in Ghana and explain the strengths and limitations that were identified.
Design: Glaserian Grounded Theory methodological principles were adhered to rigidly
in this study in relation to the use of literature, participant recruitment, data collection and
analysis, and theory development. Data were collected through semi-structured interviews and
non-participant observation. The study population comprised 33 participants, made up of 29
midwives and four other workers whose work impacted on the functioning of the midwives.
The midwives were recruited from 10 facilities in seven districts in the Greater Accra Region
of Ghana. Open and theoretical coding and constant comparison were used in the data analysis.
Findings: A middle range grounded theory – “Doing magic with very little” emerged,
and this explained the factors that affect Ghanaian midwives’ ability to provide quality care to
women and neonates.
Conclusion: This paper contributes to the body of work on methodological knowledge.
We provide new information about the factors that researchers planning to use Glaserian
Grounded Theory in similar contexts could consider.
Keywords: midwifery, quality health care, maternal health, neonatal health, Grounded
Theory, Ghana, developing countries.
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Background
Researchers investigating health care phenomena in Ghana have used both positivist
and interpretive-naturalist methodologies (Ayanore, Pavlova, & Groot, 2016; Mills, Williams,
Adjuik, & Hodgson, 2008; Nesbitt et al., 2013). In recent years the latter has become more
prevalent as researchers have begun to recognise the need to understand phenomena from a
multiple reality perspective. Several interpretive-naturalistic or qualitative methodologies have
been employed in understanding health phenomena in Ghana (Boateng, East, & Evans, 2018;
Challa et al., 2018; Effah, Ersser, & Hemingway, 2017). However, no study using Grounded
Theory (GT) methodological principles in full has yet been conducted in this setting to
investigate maternity care. Crissman et al. (2013) reported a qualitative investigation of
pregnant women’s perspectives on skilled birth attendance, and facility-based delivery in rural
Ghana, and they declared a GT-informed approach for this study. However, they did not apply
the methodology across the study and a Grounded Theory did not emerge in their findings. In
this present study we conducted a full Glaserian GT study of the barriers that impact Ghanaian
midwives’ ability to provide quality care. The aim of this paper is to describe our experiences
of conducting a Glaserian GT study in Ghana and explain the strengths and limitations of using
the methodology.
Glaserian GT is an interpretive-naturalist or a qualitative methodology. According to
Given (2015), “qualitative research explores the process at play in society, examines the
meanings that individuals make of particular events, and provides a window into understanding
why people do what they do and think what they think” (p. 2). Over the years, scholars have
distinguished between the positivist (empirical) paradigm and the naturalistic-interpretivist
worldview (Speziale, Streubert, & Carpenter, 2011). The physical sciences are seen as
dominated by positivism, which advances the view that the world around us is made up of
singular truths that can be studied and understood through quantitative techniques (Krauss,
2005).
In contrast, those that identify with the naturalistic-interpretive paradigm assert that
there exists a multiplicity of realities and thus, an individual’s or a group’s experience is shaped
by their interactions with these realities (Krauss, 2005). Those who subscribe to this school of
thought believe, therefore, that there is no single reality but only that which is produced
through individuals’ or groups’ fusion of the knowledge that exists in their cognitive system,
and external knowledge or realities that exist in their environment (Krauss, 2005). The
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naturalistic-interpretive, otherwise known as qualitative research, has been proposed as the
most appropriate method for studying individuals’ or groups’ behaviours and their interaction
with their environment (Speziale et al., 2011). A qualitative methodology – Glaserian GT was
thus chosen for this present study which investigates the barriers to midwives’ ability to provide
quality care.

The origin of Grounded Theory
There are several qualitative methodologies available to naturalistic-interpretive
researchers. These include ethnography, phenomenology and GT. GT methodology was
devised by Barney Glaser and Anselm Strauss in the 1960s, when they worked on a research
study investigating the processes and interactions that took place between health staff and
terminally ill patients in hospices (Glaser & Strauss, 1966). The method is believed to have
been influenced by the two originators’ backgrounds, that is, Glaser’s training in Columbia
University’s quantitative survey method and Strauss’s experience gained from the Chicago
Schools’ use of qualitative research (Cooney, 2010; Kenny & Fourie, 2015). GT uses an
inductive and iterative process which involves systematically collecting, coding and analysing
data to arrive at a substantive hypothesis, known as a theory (Glaser & Strauss, 1967; Kenny
& Fourie, 2015). GT is different from deductive methodologies that focus on verifying existing
theories or hypotheses and those that do not place data collection at the centre of theory
development (Goulding, 2002). As well as Glaser’s and Strauss’ academic backgrounds, the
methodology’s roots are found in Symbolic Interactionism (SI), which was originally explored
by Charles Cooley and George Herbert Mead and further developed by Blumer (Goulding,
2002).
During its early days, the methodology was criticised as positivist, and lacking a
straightforward ‘how to’ description for researchers to follow (Pieterse, 2020; Stern, 1994).
Anselm Strauss subsequently collaborated with Juliet Corbin, a nurse researcher, to address
these issues (Strauss & Corbin, 1998). They presented a systematic way that researchers could
deduce theory from data through a sophisticated and rigid pre-stated framework of coding and
analysis (Charmaz & Keller, 2016). This was opposed to the earlier stance by Glaser and
Strauss that theory should emerge through the analysis of data without the researcher’s
preconceived ideas. Apart from differences in the way that data analysis is conducted, Strauss
and Corbin’s method also differed from the original in terms of the use of literature before data
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collection. Whilst Glaser has remained true to the original version of the methodology and
continues to assert that the researcher should use prior literature minimally, Strauss and Corbin
encourage the researcher to read widely for understanding, and to apply the knowledge to the
data they collect and analyse to bring forth the theory (Strauss & Corbin, 1998). Glaser
criticised this way of arriving at the theory as ‘forcing’ the data and as not promoting
abstraction of the theory (Glaser, 2002).
There is also a third variant of GT. Kathy Charmaz, who studied under Glaser and
Strauss, considered both the original (now referred to as the ‘Glaserian’) version and Strauss
and Corbin’s adaptation and used both as the basis for a methodology that supports the
construction of theory through the interaction of informants’ perspectives and research
practices. In this third iteration of GT (commonly referred to as ‘Charmazian’, or
‘constructivist’ GT), the researcher interacts with, discusses and makes meaning of the data
acquired with the participants to develop the theory of the phenomenon being explored
(Charmaz, 2014). The crucial difference in this version is that the researcher is considered to
be a valid informant: the Glaserian tabula rasa principle (Chenail & Maione, 1997), whereby
the researcher is urged to enter the field of study having little knowledge of, or having laid
aside their knowledge of the phenomenon of interest does not stand in the Charmazian GT. As
noted earlier, Glaser has remained true to the original methodology, which has more recently
been framed as critical realism research within a post-positive paradigm (Birks & Mills, 2015).
To reiterate, GT focuses on bridging the gap between theory and method and the grounding of
theory through data rather than on verification of theory or hypotheses.

Choosing Glaserian GT methodology to study Ghanaian midwives’ practice
Glaserian GT was chosen for this study exploring the barriers to Ghanaian midwives’
ability to provide quality care because it provides a way to explain ongoing behaviours of
participants and the way they solve their issues of concern (Glaser, 2002). Glaserian GT allows
researchers to focus not only on what the participants would say, but also on what they do. The
focus of a Glaserian GT on the observational aspects is important, because as Glaser asserts,
participants may not have a complete understanding or be conscious of the processes that they
are involved in (Glaser, 2002).
Different to Glaser’s version, Straussian GT places more emphasis on prior knowledge,
experience and literature to drive the data gathering and analysis, and as such does not
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encourage the unforced emergence of theory (Stern, 1994). In this present study, as it was
intended for the study to be truly, fully inductive in nature, it was decided that the Straussian
version would not be appropriate because of the need to let the theory of the phenomenon
emerge from the data without missing anything important or wrongly classifying the data into
pre-determined categories. The Charmazian (Constructivist) variant of GT was also deemed
unsuitable for this study, because importantly the first author and lead researcher, Yakubu
Ismaila who conducted the fieldwork and led the analysis, is not a midwife and so does not
have comprehensive knowledge or experience in the area of midwifery, although he does have
some personal and professional experience of Ghanaian maternity care (Strauss & Corbin,
1998). Glaserian GT was thus considered an ideal choice for this study, in which the barriers
to midwives’ ability to provide quality midwifery care in Ghana were explored, essentially
because Ismaila’s lack of comprehensive knowledge and experience in the area of midwifery,
that is, his ability to be a tabula rasa, was an advantage (Chenail & Maione, 1997). Choosing
Glaserian GT therefore, had the ability of ensuring that the key findings and the conceptual
ideas of the study were addressed by the data.
When conducting a study using Glaserian GT, it has been suggested that the researcher
expunges preconceived ideas or theories, although a certain level of knowledge is encouraged
for theoretical sensitivity (Glaser, 2002). Bracketing is a key part of some qualitative research
philosophies that are undertaken by using interviews and observations (Gearing, 2004).
Speziale et al. (2011) describe bracketing as the process of finding out and making known
preconceived notions or ideas on the phenomena of interest at the beginning of a study. By
conducting bracketing, researchers lay aside beliefs, values, and experiences to enable them to
describe participants life experiences accurately (Chan, Fung, & Chien, 2013). It was thus
necessary that the first author lay aside his preconceived ideas about what to expect in the field
(and maintain as far as possible, a tabula rasa). The first author’s prior experiences in the
Ghanaian maternity care included having worked on a project on maternal and neonatal health
as a researcher which involved developing a scorecard for the assessment of the enabling
environment for the provision of quality maternal and neonatal health and client perspectives
of the care that they receive in hospital maternities, and also in his role as a husband and father
and being a community member. These factors could have influenced what and how he asked
study participants about maternal and newborn care if he had not first acknowledged how they
might have done so. The lead researcher thus noted down any preconceptions he had about the
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phenomenon of interest and shared them through discussion with the other two members of the
research team, and therefore was able to conduct the study through a ‘clear’ lens.

Using Glaserian GT to investigate the barriers to quality midwifery care in Ghana
Study setting and participants
The study was conducted in the Greater Accra Region of Ghana. The region is in the
south eastern part of the country and is situated along the coast. Ghana’s capital, Accra is found
in this region. Ghana is located on the western coast of Africa and shares borders with Cote
d’Ivoire to the west, Burkina Faso to the north and Togo to the east. The most recent population
and housing census for Ghana indicates the country’s population at 24.7 million people (Ghana
Statistical Service, 2014). Health care is managed by the government through the Ministry of
Health (MoH) and the Ghana Health Service (GHS) (Ghana Statistical Service [GSS], 2015).
The target population for the study were midwives working in labour/birth
environments in public hospitals. Two forms of sampling were employed in this study.
Purposive sampling was first used, followed by theoretical sampling. Purposive sampling
involves using non-probability sampling to choose individuals that have characteristics of
interest to the study (Silverman, 2010). As data analysis and theory development progressed,
theoretical sampling was used to recruit individuals who could provide information relevant to
the emerging theory. In theoretical sampling the sampling of additional population is based on
the theoretical constructs (Draucker, Martsolf, Ross, & Rusk, 2007). For midwives to be
recruited in the study they should have been working in the labour/birth environments for a
period of not less than one year and must be willing to take part in the study. The recruitment
of the midwife participants took place in the labour/birth environments during non-participant
observation. In all, 33 participants were interviewed, consisting of 29 midwives and four other
workers whose work contributed directly towards the functioning of the midwives. The
midwives ages ranged between 26 – 59 years. The average experience of the midwives was
eight years. The demographic details of the midwife participants are provided in Table 3.1
below. The midwives were recruited from 10 GHS (public) health facilities in seven districts
in the study region. Three health facilities (one in the metropolitan area, one health facility in
a peri urban area and one health facility in the rural area) were initially selected using purposive
sampling (Silverman, 2010).
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Table 3.1: Demographic characteristics of participants
Demographic variable

Category

Frequency

Age

25 – 29 years

4

30 – 35 years

12

36 – 39 years

3

40 – 45 years

3

46 – 49 years

2

56 – 59 years

5

1 – 5 years

12

6 – 10 years

8

11 – 15 years

6

15 – 20 years

3

Diploma in midwifery

25

Bachelor’s degree

4

District Hospital

22

Health Centre

7

Urban

16

Peri-urban

7

Rural

6

Male

1

Female

28

Years of experience

Education

Health Facility type

Health facility location

Sex

Ethical considerations
The study received ethical approval from the Edith Cowan University Human Research
Ethics Committee (number 18162) and the Ethical Board of the Ghana Health Service in Accra,
Ghana (GHS-ERC: 009/10/17). The participants were verbally informed about the study and
given information sheets to peruse. When participants agreed to take part in the study, they
were asked to sign consent forms. The participants were informed via the consent forms and
also verbally that they could stop the interviews or withdraw from the study at any time without
any negative consequences to them.
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Data collection
Three forms of data were used in the study: data that was acquired through semi
structured interviews with the participants; non-participant observation data; and memos that
were documented during the analysis of the data. Memos are the documented ideas of the
researcher on the already emerged codes and their relationships (Glaser, 2002; Hernandez,
2010). The memos aided the process of delineating categories and identifying the relationships
between the categories that emerged from the data during theory development.
Prior to data collection, the interview guide was pre-tested in the Eastern Region, which
is an adjoining region of the study region, and subsequently revised. Those midwives who were
interviewed during the pre-testing were not included in the study sample. The data collection
at each facility began with a period of non-participant observation in the labour/birth
environments as participants went about their duties. In GT, emphasis is placed on observation
because problems and their resolution processes may occur unconsciously, and thus
participants themselves may not be aware of the actions and processes that they are involved
in (Glaser, 2002; Hernandez, 2010). Non-participant observation was carried out in line with
naturalistic observation whereby participants are observed in an open way without the
manipulation or stimulation of their behavior or the environment (Punch, 2013). The actions
and behaviours of participants were observed as they unfolded. Non-participant observation
allowed the researcher to experience primarily the interactions of the participants within their
environment, which included infrastructure, water and sanitation, equipment, supplies and
other work aids. Through the non-participant observations, the researcher acquired ideas on
what was going on for the midwives. Notes were made on the barriers that midwives face in
the performance of their duties and how they are able to carry out their duties in the face of the
barriers that they faced.
During the non-participant observations, midwives were invited to participate in face
to face semi-structured interviews. Although a prepared question plan was used, the interviews
were conducted in a flexible way that allowed the natural flow of conversation (O'Leary, 2014).
The emergent incidents from non-participant observations were used for probing during
interviews (Glaser, 1998). All the interviews were conducted in secluded places or rooms at
the health facilities to ensure the privacy of the participants. The interviews, which were
conducted in English, lasted for a period of 45-60 minutes. All interviews were audio-recorded
with participants’ permission. The initial interview questions included the following: What are
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the barriers to your ability to provide quality midwifery care to women and newborns? Can
you explain to me how these barriers affect your ability to provide quality care? Can you
describe some instances where these factors have served as barriers in your work? What are
the effects of these barriers on your ability to provide quality care? What do you do to reduce
these effects? The interview guide was revised as more interviews were conducted to give
dimension and clarification to the already identified incidents, and categories.
The research conferred a low risk of adverse effects on the study participants however,
it was acknowledged that, in order to describe and explain what challenged their capacity to
provide quality care, participants had to recount difficult clinical practice situations. Therefore,
the researchers arranged for a clinical psychologist to be available to provide support should
the participants have experienced distress when discussing past negative clinical practice
situations (although none did). Further, the first author (who collected all data) arranged to
debrief with authors two and three, who are experienced midwives, in case he was perturbed
by listening to or witnessing difficult clinical practice situations.
Data analysis
In line with GT methodology, data collection and analysis were conducted
concurrently. Data analysis was done using Microsoft Office Word software program. The first
interview was transcribed verbatim and open-coded. This involved the breaking down of the
raw data into words and short phrases, which were then labelled (coded) to depict what was
going on for the participant (Glaser, 1978). Each additional interview was conducted and
analysed considering the data previously collected and the codes and categories that had
already emerged from the data. As new data were analysed the codes that emanated from them
were constantly compared with previously developed codes or categories. Constant
comparison involves comparing codes with codes, incidents with incidents and categories to
categories to continually refine the emerging theory (Birks & Mills, 2015). Similar codes were
grouped together after which they were delineated into categories and sub-categories after
constant comparison. When data collection and analysis progressed to a point when no new
categories were emerging, it was necessary to carry on with theoretical sampling in order to
find out the dimensions of the categories and their relationships. To do this, participants who
could provide data related to the emerging theory were recruited. Some previously interviewed
midwives were also invited to be interviewed again.
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Theoretical coding was used to develop the relationship between the main categories
and to refine the emerging theory (Birks & Mills, 2015). Theoretical coding was conducted
using the six Cs coding family that was developed by Glaser (Glaser, 1978). The six Cs refer
to six factors beginning with the letter ‘C’ that help to explain participants’ experience. They
include: the Cause(s) of the experience, the Consequences of it, the Conditions necessary for it
to occur, Contingent (chance), Covariant factors that may affect the experience, and the impact
of the Context in which it occurs.
Data management
All audio recorded interviews and transcribed interviews were stored in passwordprotected computer files. Memos, fieldnotes, and consent forms were always kept under lock
and key. The research and data produced were managed according to the Human Research
Ethics Committee guidelines.
Trustworthiness
In line with the requirement that qualitative studies demonstrate credibility,
transferability, dependability, and confirmability (Lincoln & Guba, 1985), the first 45 percent
of the interviews were coded and categorised by at least two members of the research team to
ensure analytical consistency and objectivity (Dependability). Dependability was also ensured
by the illumination of the categories from different angles through the interviewing of other
workers whose work affected the midwives’ functioning such as a social worker, a pharmacist,
a National Health Insurance Scheme manager and a Health Services Manager. The data that
were acquired from these individuals aided data triangulation by illuminating the categories
from different angles (Given, 2015). Further, the categories and subcategories and the resulting
theory were always discussed and agreed upon by the whole team (Confirmability).
During theoretical coding, a negative case was sought by interviewing a male midwife.
However, his experiences were found not to be different from the female midwives, so a
midwife from a private hospital was interviewed. Data from this interview provided a totally
contrasting experience and thus helped solidify the categories and the properties that had been
defined. When the authors developed the substantive theory, the theory along with the
contributing categories, and sub-categories were presented to a group of Ghanaian midwives
in the Eastern Region during a regional meeting of their association, for critical review,
feedback and revision during which they confirmed that the theory reflected the ‘reality’ across
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the GHS maternity sites. Most of the midwives who were present at the meeting had also
worked in different regions in Ghana (Confirmability and Dependability).

Findings
Using the ‘six Cs’ coding family developed by Glaser (1978), the categories and subcategories that emerged from the data were brought together to conceptualise a middle range
Grounded Theory titled “Doing magic with very little”. All but one of the factors that are
delineated by the ‘six Cs’ coding family were evident in the data. The theory elucidates the
nature, extent, severity and consequences of the professional economic and organisational
barriers that affect the midwives’ ability to provide quality care, whilst also delineating the
contextual factor within which they exist. The coping strategies that midwives adopted to be
able to carry on with their work were also identified.
The causes constituted five categories, each depicting a barrier to the midwives’ ability
to provide quality care namely: 1) ‘not having essential equipment and supplies’; 2) ‘working
within constraining infrastructure’; 3) ‘working with an insufficient workforce’;4) ‘inability to
timely refer clients’; and 5) ‘not getting the needed compliance from clients’ (Ismaila, Bayes,
& Geraghty, 2019).
These barriers were found to have consequences for the midwives as well as the quality
of the care that they provide. The consequences of the barriers that midwives faced were
captured in one major category labelled ‘I go off track’, under which are three sub categories,
namely: 1) ‘It’s exhausting and fatiguing; it stresses me out’; 2) ‘It is frustrating, it makes us
angry and we go off track’; and 3) ‘It affects my household, my friendships and my community
standing’. These categories captured the physiological psychological and socioeconomic
consequences that the midwives’ barriers had on them. Under the first category ‘it is exhausting
and fatiguing it stresses me out’ the consequences of the barriers to the midwives’ ability to
provide quality care namely, exhaustion and fatigue, back pain, medical conditions and mental
stress were identified.
Under the second category ‘it is frustrating, it makes us angry and we go off track’
psychological consequences of the barriers in the midwives’ work such as anxiety, frustration,
anger, and demotivation were identified. The third category ‘It affects my household, my
friendships and my community standing’ depicted the socioeconomic consequences of the
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barriers to the midwives ability to provide quality care and indicated that, because of the
midwives’ exhaustion due to their heavy workload, they were not able to complete their
household chores. They were also not able to spend quality time with their families, thereby
affecting their family responsibilities and their marriages. Other consequences included
isolation from their extended families and their larger communities. The barriers to the
midwives’ ability to provide quality care were found to have financial consequences on them,
because they used their own monies to acquire food and care items for women and neonates.
They also employed the services of domestic workers and nannies to help them in completing
their domestic chores and taking care of their children due to exhaustion and fatigue caused by
their heavy workloads.
‘Unsupportive facility management’ as a category was identified as a contingent factor,
which negatively affected the midwives’ motivation, the barriers that the midwives faced as
well as the consequences of the midwives’ barriers. A supportive management would have had
the potential of reducing midwives’ barriers by boosting their motivation and providing the
physical resources that precipitated the midwives’ barriers such as infrastructure, equipment,
and supplies. A supportive management would have also effected a change in the poor financial
context that health facilities operate in by advocating for early payment of insurance claims
and using internally generated funds prudently in order to be able to provide the resources of
care. However, the midwives reported that facility managements were not able to do any of the
above, thereby compounding the factors that precipitated the midwives’ barriers and the
consequences that the they faced. The context constitutes the poor financial environment that
midwives operate in, both at facility and national level.
Covariance was captured by one main category, ‘being motivated’, that has three subcategories namely, ‘improvising’, ‘being one step ahead’ and ‘maintaining a support network’.
These factors were identified to have an ameliorating effect on the barriers that midwives face
as well as the consequences of the barriers on the midwives, thereby enabling them to cope
with the barriers. The midwives’ motivation was identified as a vital factor that affected their
ability to continue their work despite the barriers that they face. The midwives’ strong desire
to save the lives of women and neonates and the strong affection that they had for the midwifery
profession were found to be the factors that underpinned their motivation. The midwives’
motivation was identified to precipitate other actions that enabled them to cope in their
profession.
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The midwives’ motivation enabled them to ‘improvise’ by sharing and borrowing
equipment, and using other equipment and items, to get positive results when they are faced
with equipment deficit or deficiencies. The respondents also coped with the barriers that they
face in their work by closely monitoring the women and neonates in their care, as well as their
work environment. This was depicted by the sub-category ‘being one step ahead’. Midwives’
ability to maintain a support network was another coping strategy that was identified. The
midwives’ support networks were found to have two main benefits. Through their networks
they are able to call on their colleagues for help when they face challenging cases. Their family
as a support network also helped them negotiate the consequences of barriers that they face at
work such as stress, anxiety, demotivation, frustration and anger through listening and
providing advice.

Strengths of the study
GT has been viewed by some researchers as a rigid methodology, however, it was not
found to be the case in this study. To the contrary, the methodology proved to be very flexible
in line with Charmaz’s (2008) assertion that GT allows for systematic analysis through the
combination of explicitness and flexibility. In this study, although it is not strictly stated in GT,
bracketing, triangulation, and member checking were employed during data collection and
analysis. The use of bracketing in this study allowed the first author who collected all the data
and led the analysis to lay aside his preconceived ideas about the phenomenon of interest and
was thus able to conduct the study through a clear lens. Method and data source triangulations
were also used in this study (Carter, Bryant-Lukosius, DiCenso, Blythe, & Neville, 2014).
Method triangulation involved the use of non-participant observation and semi-structured
interviews for data collection. Using these two methods enabled the researcher to find out
whether there was any difference between what the midwives said they do and what they did.
This led to a more valid interpretation of the data.
Data source triangulation took place through the interviewing of other health workers
whose work affected the functioning of the midwives and the interviewing of the negative case
(a midwife from a private hospital). Glaser encourages the GT researcher to use diverse data
from other emergent sources especially during theoretical sampling (Glaser, 2007). In the final
stages of the study, a member check (Birt, Scott, Cavers, Campbell, & Walter, 2016) of the
results and the theory that emerged from them was carried out with midwives from an adjoining
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region (Eastern Region) and both were confirmed by these midwives to resonate closely with
their experience; therefore, although this process enhanced the rigor of the study, no
adjustments were made to either as a result of conducting this trustworthiness process.
The opportunity for midwives to discuss the barriers that they faced in their workplace
through interviews (sometimes more than once) served a therapeutic purpose, because this
process gave the midwives an opportunity to reflect on the factors that affected their ability to
provide optimum care to women and neonates. At the inception of the study, it was envisaged
that the possibility of narrating negative care experiences could cause the midwives distress.
Although a psychologist was available to provide assistance in case the participants felt
distressed by narrating difficult practice situations, this professional was not ultimately utilised
because none of the participants required the service. The participants indicated that discussing
the factors that affected their ability to provide quality care was relieving and that they were
motivated to participate because the study’s findings could contribute to policy discourse on
the improvement of their working environments.
Due to the socio-political environment in Ghana, the midwives were wary about
discussing their work. With the vibrant media and social media space, they were apprehensive
about disclosing their challenges and barriers related to infrastructure, equipment, and other
resources, because they were concerned it may end up in the media, and they will be perceived
as ‘betrayers’ by their supervisors and other senior bureaucrats in the health sector. This
perception was evident despite the assurances from the lead researcher about their
confidentiality. There was also a hesitation on the part of the participants that the voicing of
their inability to carry out their work within the resources at their disposal may be perceived as
being weak. However, through the strategies of non-participant observation, and interviewing
participants more than once, the researcher established a good rapport with the participants,
and assured them the results would not be able to identify individuals. Therefore, they were
able to discuss their experiences in an open and candid manner.

Limitations of the study
Most of the interviews with midwives were conducted after they had completed their
shifts, or before they began their shifts, with the remainder occurring during their shifts when
the wards / birth environments were less busy. Those interviews that were conducted during
participants’ shifts were because some midwives working in the metropolitan areas were
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reluctant to stay behind after their morning shifts for one more hour to be interviewed; they
preferred to leave the facility immediately after their shifts so that they could avoid the traffic
congestion during the evening rush hour. Similarly, some midwives on the afternoon shift also
found it difficult to arrive at the facility one hour prior to the start of their shifts for interviews
because of traffic congestion. In order not to negatively affect the care giving process,
interviews conducted during the shifts of participants were paused when the midwives’
attention was needed by their colleagues or their clients.
As pertains in GT, it was sometimes necessary to interview participants again to obtain
more information on emerging categories or the theory. This process was a challenge because
the midwives were used to other research studies whereby one-off interviews are conducted.
Furthermore, some of the barriers that affected the midwives’ ability to provide quality care
also served as constraints during this study. The infrastructure challenges in the maternity
wards affected non-participant observation, mainly because of inadequate space being
available, thus extra effort was required from the researcher to position himself in such a way
that he was not in the way of the midwives as they went about their duties. Also, due to
inadequate human resources, midwives had very busy schedules. This made finding time to
squeeze in interviews difficult. Due to midwives’ heavy workloads, they were always
exhausted after their shifts and this affected the midwives’ ability to accept invitations for
interviews after their shifts.

Conclusion
In this study, Glaserian GT was used to investigate the barriers to midwives’ ability to
provide quality care to women and neonates. The use of Glaserian GT in this study allowed for
the theorisation of the six Cs - contextual factors, causes, consequences, covariance as well as
context and contingent factors that affected the midwives’ ability to provide quality care to
women and neonates. This is indicative of the ability to explain ongoing behaviours of
participants and the way they solve their issues of concern by using the methodology.
Concurrent data collection and analysis and the interviewing of midwives (sometimes more
than once) encouraged the development of rapport between the researcher and the participants,
and as such helped accurate conceptualisation of the phenomenon of interest. Although not
strictly stipulated under GT, data and method triangulations, bracketing, and member checking
were employed in this study. These were found to have enhanced the study’s rigor. The use of
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Glaserian GT methodology in this study was not without challenges, however, we assert that
its use in this study has proven the effectiveness of this methodology for the investigation of
what is happening and why, with regards to the work of midwives in Ghanaian maternity
services, and in similar contexts for researchers who are able and willing to adapt this approach
for investigating similar phenomena.

Summary
This chapter has discussed and illustrated how the selected methodology was used in
the current study to find out the factors that affect Ghanaian midwives’ ability to provide
quality care and their responses to them. Using Glaserian GT demonstrated the use of the
methodology in a new context. The use of Glaserian GT led to the discovery of a middle range
grounded theory – “Doing magic with very little”, that delineated the barriers to the midwives’
ability to provide quality care, the consequences of the barriers as well as the coping strategies
that midwives adopted to be able to carry on with their work. The use of the methodology in
the Ghanaian context has proven its viability to students and researchers who will be interested
in using it in similar contexts.
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CHAPTER FOUR: RESULTS
Introduction
This chapter presents the results of the current study - Barriers to Ghanaian midwives’
ability to provide quality care. This chapter comprises one published article and two
manuscripts that are currently under review by peer-reviewed journals. These three papers will
be presented below sequentially following this brief introduction.
Paper Three, ‘‘Doing magic with very little’: Barriers to Ghanaian midwives’ ability to
provide quality maternal and neonatal care”, has been published in the International Journal
of Childbirth, Volume 9, Issue 4, 2019, and is reproduced below in its entirety for the purposes
here of this thesis with publication. Paper Three, explores the barriers to Ghanaian midwives’
ability to provide quality care to women and neonates. The results reported in this paper
emanate from the analysis of data acquired through nonparticipant observation and semi
structured interviews with 33 respondents (29 midwives and four others whose work impacted
on the functioning of the midwives). The results of this article indicate that midwives are
committed to providing quality care to women and neonates, however, they are faced with the
following barriers: ‘the lack of essential equipment and supplies’, ‘working within constraining
infrastructure’, ‘working with an insufficient workforce’, ‘inability to timely refer clients’, the
lack of client compliance’, and ‘the lack of facility management support’.
Following the reproduction of this publication, Paper Four will be presented. Entitled
“‘Going off track’: The consequences of barriers to Ghanaian midwives’ ability to provide
quality care”. This is the second article presented in this chapter of results and is currently
under peer-review in an academic journal. The paper details the consequences of the barriers
that midwives face in their workplaces. The findings of this article indicate that, the barriers to
the provision of quality care by midwives to women and neonates have physiological,
psychological and socioeconomic consequences for midwives, thereby affecting the quality of
the care that they provide to women and neonates.
Paper Five “Midwives’ strategies for coping with barriers to providing quality maternal
and neonatal care: A Glaserian Grounded Theory study”, is the final paper presented for this
thesis and as an unpublished manuscript has been submitted to a peer-reviewed journal. The
findings in Paper Five indicate that although midwives are faced with barriers in their efforts
to provide quality care to women and neonates, they can devise coping strategies that enable
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them carry out their duties. It was found that the coping strategies that midwives adopt emanate
from their motivation. The midwives’ motivation is underpinned by their desire to see women
give birth safely to healthy babies, and their strong affection for the midwifery profession. The
midwives’ motivation was found to precipitate other coping strategies namely improvising, the
close monitoring of women and neonates and their care environment and maintaining a support
network. Finally, Chapter Four will be summarised highlighting the key issues presented in the
three papers.
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PAPER THREE: “Doing magic with very little”: Barriers to Ghanaian
Midwives’ Ability to Provide Quality Maternal and Neonatal Care
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PAPER FOUR: Going off track: The consequences of barriers to Ghanaian
midwives’ ability to provide quality care.
Abstract
Background: Despite global efforts to reduce maternal and neonatal mortality rates,
the problem continues to persist, especially in Low and Middle-Income Countries. For years it
has been acknowledged that the deployment of well-trained and regulated midwives provides
a cost-efficient way of reducing maternal and neonatal mortality, however, multiple factors
including; recently increasing birth rates, the growing complexity of midwifery work and a
shortage of midwives have served as barriers that have professional and personal consequences
on midwives and thus on their ability to provide quality maternal and neonatal care. This article
provides insight into the consequences of the barriers that midwives face in their workplaces.
Methods: Glaserian Grounded Theory was applied in this study. Semi-structured
interviews and non-participant observations were used for data collection. The study
population was made up of twenty-nine (29) midwives and four (4) other workers whose roles
impacted on the work of the midwives. In accordance with the tenets of Grounded Theory, data
collection and analysis occurred concurrently while building on the data that had already been
analysed. Constant comparison was used throughout the data analysis.
Results: The findings of the study indicated that barriers to the midwives’ ability to
provide quality care have physiological, psychological and socioeconomic consequences on
them thereby affecting the quality of the care that they provide to women and neonates.
Conclusion: The effects of the barriers to midwives’ abilities to provide quality care
have consequences for both the midwives as well as the quality of the care that they provide to
women and neonates. By implementing measures to ameliorate or mitigate the consequences
of the barriers that midwives face in their work, the quality of the care that they provide to
women and neonates will be enhanced. It will also positively affect the retention of midwives
and maximise the benefits of implementing the midwifery model of care.
Keywords: midwives, quality care, maternal health, neonatal health, consequences,
Ghana, Low and Middle-Income Countries.
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Background
Years after the end of the United Nations Millennium Development Goals (MDG)
initiative which focused on, among other targets, the reduction of high global maternal and
child mortality, the issue of high maternal and neonatal mortality still persists especially in
Low and Middle-Income Countries (LMIC) (Kennedy et al., 2018; United Nations, 2015). It is
estimated that women in sub-Saharan Africa have a 100-fold risk of dying due to pregnancy
and childbirth compared to those in high-income countries (Koblinsky et al., 2016). LMICs
also have higher neonatal mortality ratios (Koblinsky et al., 2016). Like most sub-Saharan
African countries, Ghana’s maternal and neonatal mortality rates of 310 deaths per 100,000
births and 25 deaths per 1000 births, respectively are both high, even though there has been an
increase in recent years in the number of women who access skilled attendance at birth (Blake
et al., 2016; Ghana Statistical Service, 2018; Nesbitt et al., 2013).
The persistence of high maternal and neonatal mortality in LMICs is largely attributed
to low-quality care in these settings (Freedman, 2016). With the shortage of health human
resources in LMICs, the provision of skilled attendance by well-educated and regulated
midwives is seen as an efficient cost cutting measure because, midwives are able to perform
most of the evidence-based practices that ensure positive outcomes for women and neonates
(Rouleau, Fournier, Philibert, Mbengue, & Dumont, 2012a; Tunçalp et al., 2015). The
midwifery model of care is also believed to have positive effects on general health, education
and economic empowerment (Ten Hoope-Bender et al., 2016). Midwives are however, faced
with a myriad of professional, social, and economic barriers that negatively impact their ability
to provide quality care to women and neonates (Filby, McConville, & Portela, 2016; Ismaila,
Bayes, & Geraghty, 2020; Munabi‐Babigumira, Glenton, Lewin, Fretheim, & Nabudere, 2017;
Rouleau et al., 2012).
The recent increasing demands on midwives as a result of an increase in birth rates,
coupled with shortages of personnel, have resulted in significantly higher pressure on them as
a professional group (Geraghty, Speelman, & Bayes, 2019; Hunter & Warren, 2014).
Midwives’ heavy workload and long working hours have been proposed as causes of extreme
exhaustion and fatigue and other physiological consequences (Rouleau et al., 2012). Studies in
some LMICs have also reported that midwives experience physical attacks in the course of
their work (Filby et al., 2016; Prytherch et al., 2013). Further, it has been identified that
midwives face medical issues, including the risk of acquiring nosocomial infections during
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their work due to lack of, or inadequate use of personal protective equipment (Banchani &
Tenkorang, 2014).
Psychologically, midwives face a huge work-related emotional burden including that
of dealing with the contradictory feelings of fear, anxiety, anger and sadness that come with
medical emergencies, as well as the excitement and happiness that they feel during the safe
birth of healthy babies (Mizuno, 2011; Moshiro, Ersdal, Mdoe, Kidanto, & Mbekenga, 2018;
Tibandebage, Kida, Mackintosh, & Ikingura, 2016). Other psychological consequences of
barriers to midwives’ ability to provide quality care include constant stress, desperation,
insecurity, anxiety and demotivation (Prytherch et al., 2013; Schack, Elyas, Brew, &
Pettersson, 2014). Midwives’ anxiety is believed to sometimes engender panic attacks
(Spendlove, 2018). Members of the profession have also been found to exhibit depression and
symptoms of post-traumatic stress disorder as a consequence of dealing with traumatic events
in their work (Leinweber & Rowe, 2010; Moshiro et al., 2018).
Further, midwives who work in small communities have been found to experience
sadness and fear of recriminations when they experience negative outcomes (Harris et al.,
2011). Heavy workloads and challenging working conditions in the face of lack of support
from leaders, and low appreciation have also been reported to cause midwives demotivation
and depersonalisation (Bremnes, Wiig, Abeid, & Darj, 2018). Midwives’ mental and emotional
wellbeing has been found to have an adverse impact on the quality of care that they provide.
For example, the heavy workload that midwives deal with, results in frustration which leads to
poor client relations (Mselle, Kohi, & Dol, 2018). In a review of the literature on factors that
affect midwives’ ability to provide care to the standard they would like to, Filby et al. (2016)
theorised that the barriers facing midwives causes them moral distress and burnout, which is
characterised by feelings of guilt, anger, depersonalisation and demoralisation.
The social effect of the barriers that midwives face in relation to doing what they
perceive to be a good job reportedly includes: destabilisation of their marriages, isolation from
the communities that they work in, and the breaking of their social networks because of the
requirement to work away from their original communities of abode (Filby et al., 2016;
Prytherch et al., 2013). Economically, midwives in LMICs are often faced with the burden of
using their own money in the process of caring for women who cannot pay for various services,
in order to prevent negative outcomes (Filby et al., 2016). Studies in Ghana by Banchani and
Tenkorang (2014) and in other LMICs have reported that due to their heavy workload,
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midwives are unhappy with their wages (Jones, Michael, Butt, & Hauck, 2016; Ndwiga,
Warren, Ritter, Sripad, & Abuya, 2017).
In Ghana, Lohela et al. (2016), have indicated that, apart from medical doctors,
midwives are the most capable professionals able to provide quality emergency obstetric and
neonatal care. Midwifery-led care is well known to be beneficial for both women and midwives
(Ten Hoope-Bender et al., 2016), and Ghana is in the process of implementing the midwifery
model of care (Kyei-Nimakoh, Carolan-Olah, & McCann, 2016). It is therefore, now more
urgent than ever to understand organisational barriers to quality care faced by midwives, as
well as the personal impact of these barriers on midwives’ health and wellbeing, so that efforts
to implement the midwifery model of care can have every chance of success. The study
reported in this paper brings forth insights into the barriers to Ghanaian midwives’ ability to
provide quality maternal and newborn care, the consequences of those barriers, and the coping
strategies that midwives adopt to be able to carry out their work. The barriers that midwives
face and their coping strategies are reported elsewhere (Ismaila, Bayes, & Geraghty, 2019). In
this paper, the physiological, psychological, and socioeconomic consequences for midwives of
working in environments that pose so many challenges to giving ‘good’ care are shared.

Methodology and methods
Glaserian Grounded Theory methodology was used in this study (Glaser & Strauss,
1967). The study was conducted in the Greater Accra Region of Ghana from mid-January to
mid-August 2018. Data collection took place in 10 purposefully selected public hospitals from
seven districts as follows: four health facilities from metropolitan areas, three facilities from
peri-urban areas and three facilities from rural areas. The study population included 33
participants, 29 of whom worked as midwives in the labour wards of health facilities. The
remainder were in non-midwifery positions that impacted the work of the midwives.
Data were collected through semi-structured interviews and non-participant
observations. Interviews were transcribed verbatim and then analysed to develop a number of
categories and sub-categories which, when considered together, describe and explain the
factors that affect the midwives’ ability to provide quality maternity care. A detailed
description of the methodology and methods used for this study are provided in a previous
publication (Ismaila, Bayes & Geraghty, 2019)
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Ethical consideration
The study received ethical approval from the Human Research Ethics Committee of
Edith Cowan University, Australia (number 18162), as well as the Ethical Board of the Ghana
Health Service in Accra Ghana (GHS-ERC: 009/10/17). During the recruitment of participants,
the aims of the study were explained to them, after which they were issued with information
sheets that provided full details of the study. All participants agreed to participate in the study
by signing consent forms. The participants agreed for the results of the data to be published.
The researcher arranged with a trained counsellor to provide counselling to the participants in
case they needed it, however none of the participants needed counselling. The names used in
the findings section are pseudonyms used to ensure confidentiality of the study participants,
enabling them to speak freely during interviews.

Results
In this study, it was identified that the midwives faced a number of barriers in their bid
to provide quality care to women and neonates. The barriers facing midwives included the
following: not having essential equipment and supplies, working within constraining
infrastructure, insufficient workforce, inability to timely refer clients, the lack of client
compliance, and unsupportive facility management (Ismaila, Bayes & Geraghty 2019). The
barriers that midwives faced were found to have significant physiological, psychological and
socioeconomic consequences on them. These in turn, constrained their inability to provide
quality care. The overarching category in the data which represented the consequences for
midwives of working within a myriad of barriers was labelled ‘I go off track’, and this
comprises three subcategories, titled: 1) ‘It’s exhausting and fatiguing; it stresses me out’; 2)
‘It's frustrating; it makes us angry and we go off track’; and 3) ‘It affects my household, my
friendships and my community standing’. Each of these subcategories will be discussed below.
1) It’s exhausting and fatiguing; it stresses me out
The participants in this study indicated that the barriers to their ability to provide quality
care left them feeling overwhelmingly exhausted and fatigued. According to the participants,
as well as the exhaustion and fatigue, as indicated by Kafui, they experience “mental stress”.
The midwives indicated that, because they take care of women through the whole childbearing
episode, it is necessary that they stay close to the women for long periods of time in order to
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be able to monitor them throughout the birth stages. The high number of women that midwives
take care of coupled with chronic staff shortages meant that, their workload is extremely
demanding. As indicated by Akwele, “there is always a lot at hand”. Adding to their high
workload and the related stress is the lack of, or broken equipment and shortages of supplies,
which means, they must go back and forth to other units to borrow essential equipment and
look for supplies, making the whole process a struggle. This, the midwives indicate, leaves
them exhausted and fatigued by the time they finish their shifts. Asibi, like many of the study
midwives, said: “Because of the pressure [high workload], I feel very tired, especially when I
get home. Toward dawn, I feel so tired. But I must come to work. It is not easy”.
The midwives also indicated that because they stand or bend for long periods of time
to support birthing women, they have back pain. The poor conditions of birthing couches and
the need to transfer clients from one surface to another without the right equipment were cited
by the midwives to cause them injuries. Selasie went on to explain that back injuries often
occur in emergencies: “When she [the woman] is bleeding you become restless, you just want
to save the client”. In most cases, the cost of treatment for workplace injuries are borne by the
midwives. Fafa provided an example: “I am having spondylosis, they referred me from here to
[the referral hospital]. I take treatment at my own expense. Nobody cares.”
As well as back pain and the risk of injuries, the respondents perceived that high
workloads and long working hours affected their physical health generally, thereby causing
frequent requests for time off. This is reportedly compounded by the midwives’ inability to
attend to their nutritional needs because of the demands of the work, Selasie intimated thus:
“The stress can make you lose your appetite”. The midwives speculated that they have
acquired health conditions as a result of their heavy workload. Asibi commented on this and
other physiologic consequences below:
“I have developed [stomach] ulcer because of the work. At times we say it is a
wrong profession, but we are in it. What can we do? We don’t have time for
ourselves at all. We always look tired and sick. Always you have body pains and
waist pains. Some [of us] are consulting physiotherapists because of lifting of
cases.”
The midwives reported that because of the heavy workload on the labour wards, they
often stay longer than their working hours. Additionally, demands are placed on them to work
longer hours when there are staff shortages or when colleagues are late in reporting to work.
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The consequence of this for them was that, due to the long distances between their workplaces
and their homes, and because they do not have their own means of transport, as indicated by
Nakie, “going back home is a problem”. Participants indicated that they get to their homes late
in the night, especially when they work on afternoon shifts. This then impacts their ability to
get to work on time the next day, thus compounding the problem. Further, some midwives
reported being attacked by thieves in the night when returning home from work. The experience
or thought of this was so stressful that, as Khadija explains below, she and some of her
colleagues had made the difficult choice not to return to their homes and family when they
work late because of the threats to their wellbeing and safety:
“If your house is far and you are staying [working longer hours], you have to sleep
here and go home the following day, because of the fear that you will be attacked.
They [thieves] attacked some of the midwives from this hospital and collected their
mobile phones from them.”
In addition to the threat of attacks outside of the hospital, the respondents also reported
experiencing verbal attacks and threats of physical attacks by women’s relatives, or members
of the community when those involved perceive negative outcomes to be the result of the
midwives’ negligence. Dela sheds more light on this issue in the statement below:
“A woman gave birth [while] I was on shift. The baby’s cord, there are times you
have it straight and there are times that you have it coiled like macaroni. The lady
was delivered [safely] and went home. In the night we heard some young men
hitting the door with stones and sticks. We were like what is it? and they were like
their sister said she delivered the baby with a rosary and the midwife has taken the
rosary home. I could not help it, so I started laughing. Me laughing made them
even more upset”
Further, the respondents reported that, they face infection risks every day due to the lack
of, or broken-down autoclaves and shortages of personal protective equipment. As indicated
by Elsie, the midwives always habour the fear that they will, “transfer an infection to the
women”. The respondents indicated that due to frequent shortage of supplies such as surgical
gloves, masks, and gowns, and the lack of equipment they are forced to perform procedures
without the right personal protective equipment. Midwives mentioned using examination
gloves instead of surgical gloves, using short gloves instead of long gloves or doing mouth-tomouth to resuscitate babies of unknown infection status due to the absence of ambubags. Elsie
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gives an example of the risks posed to her and others due to insufficient infection control
supplies and equipment below:
For some of the procedures, you need an elbow glove, maybe to go into the uterus
for examination, but we only have the surgical ones which are short. You end up
bringing your hand out and your whole arm is bloody. With this hepatitis, HIV and
syphilis, you do it and you run to put your hand in the bleach. You remove it, wash
your hands and use sanitizer too, hoping that all will be well.
The respondents shared that because there are only a few instrument sets for the high
number of births that occur, in settings where autoclaves do not always work, they must sterilise
the instrument sets with bleach instead of autoclaving so that they can use them again
immediately. This exposes the midwives, the women, and neonates to infections. Mansah
explains why midwives do this below:
We have 10 birthing packs. We can do many deliveries and it will get finished. So,
when we put it into the bleach for 10 minutes and we wash it and put it in another
one for 5 minutes then we use it for them (women and neonates). We cannot say
that because we have used up all our instruments women should go to another
facility.
According to the midwives, what made their stress and fatigue worse was the perception
that management often did not support them when things went wrong. As indicated by Sika:
“The health worker is not their [management] priority, it is the patient [that is their priority]”.
The respondents perceive that, even when factors such as the lack of resources especially
equipment causes a negative outcome, management always sides with the clients. As Mercy,
whose views forms part of this subcategory label, said:
Whatever you have, you use it. It stresses me out. I get tired. Like yesterday the
baby was dying. You don’t have suction machine. At the end of the day too, they
[the baby’s parents and the management] will put the blame on you. I get anxious.
Even in the face of seeming lack of support from management, midwives showed a great
sense of responsibility in their work due to a general acknowledgement among the respondents
that their care impacts not only on the birthing woman and the neonate but also the woman’s
family and the larger community. Elie captured this view in the following statement
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You are not only dealing with mother [woman]; you are not only dealing with child
[newborn]. You are dealing with the whole family. Mother is here but children are
in the house waiting for mother, husband is in the house waiting for mother even
grandmother is depending on mother, so you are dealing with the whole family.
Should something go wrong the whole family is affected.
The midwives indicated that the huge responsibility that they felt is a source of pressure on
them, given the barriers that they face at work.
As well as the stressors noted above, other aspects of the job confer additional stress on
midwives that give rise to emotional tension. One significant factor mentioned by the
participants was that, because of infrastructural constraints, midwives do not have equipment
and other resources to care for women or newborns who need either Intensive Care Unit (ICU)
or Neonatal Intensive Care Unit (NICU)-level care. Due to this, midwives must refer and
transfer most emergency cases to other health care sites. However, none of the facilities had an
ambulance. Delays in getting ambulances or other means of transport to convey clients to
referral facilities, as well as getting referral facilities to accept referred patients, were
mentioned by midwives as major sources of stress and anxiety. Margaret, like others, described
a typical emergency transfer scenario:
You are now going to put the person into a car and send the person to (another
hospital). When you get to (the other hospital), (they) will say the place is full, you
go to (a different hospital), (that hospital) says it is full and you are the midwife in
the car. Your heart will be pounding. You will get anxious.
Another cause of midwives’ anxiety is the uncertainty of getting the required drugs and
supplies to use in the care of women and neonates when needed. Participants indicated that
although the hospital pharmacies stock most of the drugs needed for the care of women and
neonates, sometimes there are shortages of emergency drugs and supplies. According to the
respondents, when this happens, clients’ relatives must go outside the health facilities to buy
them at pharmacies. Expanding on the issue, Ayele pondered, “So if someone does not provide
it (drug) when labour starts what do you do?” As well as birth sets and ambubags, shortages
of supplies such as surgical gloves, elbow gloves, sutures, syringes, and transfusion sets for
babies were mentioned by midwives as a source of stress. Kafui summarizes it thus:
There is also mental stress. I think too much. When I want to do something, I get
confused. I don’t know what to do. Maybe you come to work you need drugs, you
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need syringes, and these are not available, and you still have to work. You have to
go about looking for some, if you don’t get, you manage with what you have.
Unreliable patient history was also mentioned by midwives as a cause of anxiety and
stress in the workplace. They shared that, in some cases, women either intentionally or
unintentionally provide inaccurate medical history. Respondents indicated that often, women
who had not attended antenatal clinics (ANC) would suddenly report to the labour ward without
midwives knowing their medical or obstetric history. The midwives indicated that the absence
of, or inaccurate health information, was a source of stress and anxiety, because it seriously
impacted on their capacity to provide quality care to women and neonates. Amina explain this
further:
It causes anxiety. If a scan has been done and everything is clear, it is easy. But if
the person has not done all the tests, no scan, you still have to manage her because
if you don’t manage her, she will go back to the house. Anything can happen to
her.
2) It's frustrating; it makes us angry and we go off track
The midwives in the study indicated that they get frustrated when they do not get the
required inputs to take care of women and neonates. According to the midwives, their
frustration is worsened when delays in the process of care occur as a result of the unavailability
of resources such as drugs or equipment, or when infrastructural issues result in low quality
care or maternal or neonatal deaths. The hostile environment in which clinical audits are
conducted was also mentioned by midwives as a cause of midwives’ frustration. The
participants indicated that high levels of frustration sometimes resulted in anger. They indicated
that, their anger sometimes affected how they interact with birthing women. Asibi, like other
participants, spoke frankly about how their working conditions can impact on their interaction
with women:
When you have a lot of people (high workload) or when you are under pressure,
you tend to vent out that frustration on patients and you end up talking to them
anyhow. People take it like midwives are rude but sometimes you have to be in this
situation to know what it takes. We try.
Predominantly though, the midwives indicated they directed their anger towards their
managers, immediate supervisors and colleagues from other departments when they perceived
75

that they were not doing enough to help them get the needed resources to complete their work.
As Buruwah said, “We report to the appropriate quarters but if nothing is done what will you
do? At the individual level, I get angry, I report (to my superiors)”. Those to whom she reports
the problems are, she says, in highly influential positions, but, like others, Buruwah went on to
say that even when she gets angry and confronts her superiors, “they don’t say anything. We
don’t see any effect. Nothing is implemented, so you talk and talk and talk but nothing
happens.”
The midwives’ frustration and anger, about having to constantly demand the things that
they need for long periods of time before they are provided, or the failure of management to
provide the needed resources, was found to cause them demotivation. According to the
participants, the feeling of demotivation is even higher when there are poor maternal or
newborn outcomes because, they perceive that if they had gotten the full complement of the
equipment needed to provide optimal care, the outcome may have been different. In a quote
below from Mariama, she described the frustration she felt as a result of the barriers she
experienced at work, and their impact on her as ‘going off track’: “…it puts me off. Maybe I
need something to do my work and it is not there. Maybe for a while I may go off track just
because I don’t have what I actually need.”
Finally, compounding participants’ frustration and anger, and sending them ‘off track’ is
the ever present spectre of clinical audits which, according to the respondents, is highly
emotionally challenging. When a mother or a neonate dies intrapartum, the midwife who
provided care must attend a maternal or neonatal audit meeting (known in other contexts as
Root Cause Analysis meetings) to explain what happened. As indicated by Asibi, at this
meeting, “they make you (feel) useless, as if you don’t know your left from your right.” The
midwives indicated that the audit process causes them a great deal of frustration because they
cannot always pinpoint exactly what they could have done about the negative outcome due to
the unavailability of care resources. Akwele further explains the confusion and its impact for
midwives in this scenario below. In her quote, the need for and absence of any emotional
support for midwives in this situation is evident:
When you care for somebody and unfortunately the person goes off (dies), the kind
of thinking that you the midwife you will go through… It is not only because you
will be going for auditing and they will be asking you a lot of questions, but you
will ask yourself “what went wrong?” You were trying to do your possible best
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and at the end of the day you did not know what went wrong. It has happened to
me before. I did not sleep. I sat for the whole night for about 2 days. I was frustrated
because I was trying my best but…
3) It affects my household, my friendships and my community standing
The constant heavy workloads and the long working hours were, according to the
participants, the cause of them always being exhausted by the time they get home after their
shifts. The demands of the work, such as having to work on weekends and on holidays, made
the midwives perceive that they were always at work, as the following quote by Akos indicates:
“All the time I am here (at the facility)”. According to all the respondents, this makes it difficult
for them to spend quality time with their family. Ashokor went so far as to say that, “Once you
are here, you cannot have family life”. The midwives’ inability to spend time with their
families seemed to be particularly difficult for those who have children who are going to school.
As Asibi suggests: “They (her children) hardly see me at home”. Participants also indicated
that constant exhaustion as a result of their high workload makes it difficult for them to
complete their household chores. Clara indicated in a quote that: “By the time you finish your
work and the documentation you will be exhausted. When you go home, you have to pick up
your children and do other things. I do not get enough time for my household chores.”
The high workloads on the labour wards also reportedly affects breastfeeding midwives.
These midwives are not able to leave the labour wards earlier to attend to their own babies,
even though there is a policy provision for them to do so. This is because, they find it difficult
to leave when there are many clients, and there are not enough remaining midwives to take
care of them. As Margaret said,
The young ones too it is affecting them. As somebody who is having a child, they
say they should do exclusive breastfeeding but if you see the ward you can’t leave
because if your colleagues are there and they have cases and you see them going
up and down, you cannot say you are going.
As well as the implications of working as a midwife in a resource and support-scarce
context outlined earlier, the respondents indicated that, shift work and working on weekends,
on holidays, and during other festive occasions affected their marriages or relationships.
According to the midwives in this study, because of their work schedule, they were unable to
join their spouses for celebrations such as weddings and other events or for trips during
Christmas, Easter and other holidays. For some newly trained midwives, having to stay apart
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from their husbands because of their postings negatively affected their marriages. Elsie went
into more detail in the following quote:
Taking transfer from one place to the other, that one, it will take more than six
months, at times a year. If your partner is one who cannot hold on to his ego or
libido, you will end up going to meet another woman in your matrimonial home,
because nobody is there to cook, clean the house or satisfy him emotionally.
Having to work on weekends and public holidays means that, midwives were not able to
attend most social events, thereby causing their isolation from their larger families and their
communities. As a result, the respondents indicated that, they are perceived as uninterested or
uncommitted family or community members. Amina explains this in the following quote:
To be frank with you, it has been a problem because we Muslims, when you are
around (in your community), naming ceremonies, marriage ceremonies, and
funerals, you need to be attending, even if not all of them. But because of this work,
when something happens, I can’t go. So, people will say that I don’t care about
anybody.
The midwives that work in rural facilities were also faced with the challenge of not being
able to take their annual leave though they often live very far away from their families and
friends; this is because of the difficulty of finding relieving midwives to take their places whilst
they are on leave. Sika, who is a rural midwife, indicated that she has not been on leave for two
years. In explaining the reason why, she indicated that: “I feel that when I leave my clients will
come and I will not be there.”
The barriers to the midwives’ ability to provide quality care also have economic
consequences for them. The desire of midwives to see women and or neonates survive, and
also because they do not want shortage-related negative outcomes that they will be held
accountable for, midwives reported that they often contributed their own monies to buy
essential drugs, pay for blood, buy food for women, or buy supplies. As indicated by Elsie –
“even if it is the last money on you, you are forced to give it out.” Midwives, especially those
in rural areas, are also often burdened with the cost of conveying patients to referral facilities.
The respondents indicated that although they get a significant number of such cases, it is only
on a few occasions that their monies are refunded. Though midwives indicated that they have
a strong desire to see women and their neonates survive, most of the time, they feel they have
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no choice but to use their own money because of the fear of negative outcomes, both for those
in their care and themselves as indicated by Tani below:
The midwives who were on duty had to contribute money to go and buy blood to
serve as a standby. The midwives didn’t want a situation whereby the woman will
go into labour and develop any complications and it will be on them. It is not that
they want to give the money. They are forced to, because they don’t want it
(negative clinical outcome) to happen on their shift or even in the unit.
The financial implications brought about for midwives because of their work context also
includes the need to buy family support for their households. The inability of the respondents
to complete their household chores due to exhaustion and fatigue from their demanding
workload and because of their long working hours, that causes them to stay away from their
children for long periods, midwives reported having to employ domestic workers or nannies.
As an example, Akua described the monetary impact for her family thus:
“I am not able to see my girl (her daughter) for maybe 2 to 3 weeks. I only call and
send money. I pay 70 (Ghana) cedis every week, and at the end of the month I have
to pay 150 (Ghana) cedis to her for taking care of my baby.”

Discussion
This paper presented findings on the consequences of the barriers to the midwives’
ability to provide quality care to women and neonates. Findings from this study indicated that
there is a general acknowledgement among the midwives that they have a huge responsibility
because, their ability to care not only affects the birthing woman but also the neonates, the
families of the women, as well as the larger society. Our participants indicated that the huge
responsibility that they felt in their roles was a source of pressure on them, and among the other
barriers that they face in their daily working lives which is a unique finding.
Quality midwifery care requires that midwives be with women throughout the birthing
process and the puerperium (Bradfield, Duggan, Hauck, & Kelly, 2018). Midwives in this study
indicated that, their high workload, coupled with the unavailability of essential equipment
caused them to be extremely exhausted by the end of their shifts. This finding is similar to the
findings in a study from Senegal that indicated that, long working hours, heavy workloads and
challenging working conditions caused midwives extreme exhaustion (Rouleau, Fournier,
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Philibert, Mbengue, & Dumont, 2012). Another study in Kenya also indicated that midwives
experience high levels of fatigue (Ndwiga et al., 2017). Other effects that were indicated by
midwives in this study included back pains, injuries, medical conditions such as high blood
pressure and stomach ulcer, and the risk of acquiring nosocomial infections. Midwives also
reported experiencing verbal attacks and threats of physical attacks by clients’ families or other
community members. Earlier studies have reported that midwives in Uganda and South Africa
also face physical attacks during their work (Filby et al., 2016). The concerns of midwives in
the current study about contracting nosocomial infections on their job is corroborated by the
findings of Banchani and Tenkorang (2014)’s study in northern Ghana.
In our study, midwives were found to be experiencing pressure due to the sense of
responsibility that they felt about saving the lives of mothers and newborns and the
expectations by women, families and communities on them to deliver in the midst of scarce or
unavailable resources. Other sources of pressure include high workload as well as the lack of
support from facility management. This finding is contextualized by Hunter and Warren (2014)
and Geraghty et al. (2019), who each concluded that the responsibility to manage the feelings
of women and their families is a source of pressure and stress to midwives. The pressure that
staff shortages has on midwives has been underscored in other LMIC settings (Abou-Malham,
Hatem, & Leduc, 2015; Tibandebage et al., 2016). The midwives’ anxiety and stress that results
from non-availability of essential necessities of care, as well as the uncertainty of getting
available equipment and other resources to use when needed, is important to note, because
other studies in Ghana have indicated the effect of anxiety on the emotional wellbeing of
midwives (Schack et al., 2014). In the aforementioned study, it was indicated that midwives
are stressed by the uncertainty of getting support from colleagues and physicians.
Further, anxiety among midwives is an issue of concern because, Spendlove (2018)
identified that when it occurs as a result of inadequacies on the job, it could cause midwives to
have panic attacks. Leinweber and Rowe (2010) indicated that midwives have been reported
to show symptoms of post-traumatic stress disorder (PTSD) as a result of dealing with
traumatic events at their workplaces. Also, according to Spendlove (2018), midwives’ anxiety
over errors could influence them to adopt defensive practices and thus skew practice towards
the biomedical model of care, to the detriment of the midwifery model of care that supports
natural birth. Given these findings, the issue of anxiety among midwives should be taken
seriously as it has the potential to undermine the midwifery profession in Ghana.
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The midwives we interviewed reported that, negative outcomes caused by the
unavailability of resources, caused them to be frustrated and angry at clients as well as at their
supervisors and other health workers. They also indicated their frustration to be compounded
by the hostile nature of ‘bad outcome’ audits. The findings on midwives’ frustration due to
maternal and neonatal audits is similar to that from a study by Richard et al. (2009), in which
midwives perceived that audits were ‘unfriendly’ because of the absence of anonymity and a
focus on the negative aspects of the cases. The issues of midwives’ anger and poor interaction
with clients have been found in other studies to be caused by the spill over of high levels of
frustration (Ndwiga et al., 2017; Wesson et al., 2018). However, in contrast to the findings by
the authors mentioned above, our study identified that midwives also directed their anger at
their immediate supervisors and sometimes at other health workers, which is a unique finding.
The participants in this study indicated that the failure of management to provide
essential equipment for work caused them to be demotivated, especially when the
unavailability of essential equipment result in negative outcomes. This finding corroborates the
finding in a study from Tanzania by Bremnes et al. (2018), that indicated that the lack of
support from leaders and low appreciation, causes demotivation among midwives. It also
supports the findings of an earlier study by Lavender and Chapple (2004) in which midwives
were reported to perceive that their immediate supervisors were not doing enough to help
ameliorate the difficulties in their workplace.
In this study the socioeconomic consequences of the barriers to midwives’ ability to
provide quality care that were identified include the effects on the midwives’ family
responsibilities, and their personal relationships. Filby et al. (2016) have stated that working
long hours and excessive workloads affects midwives’ domestic roles. They also indicated that
it affected the marriages of midwives because, they have been found to cause suspicion of
spousal abandonment and infidelity. Social isolation was also a finding in this study, and this
too corroborates what Filby and colleagues found in their exploration of what prevents quality
midwifery care in LMICs (Filby et al., 2016). Their study presented evidence from studies in
Ghana, Nigeria and Niger that mentioned midwives’ isolation and the difficulty they faced in
starting a family as consequences of the barriers that midwives face in their work.
The economic consequences on the midwives in our study were also apparent,
especially because they used their own money to purchase medications, supplies, and food for
women and neonates in order to ensure positive outcomes. Given the findings from studies by
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Wesson et al. (2018) and others, such as that by Banchani and Tenkorang (2014), wherein
midwives reportedly perceived their remuneration as not commensurate with the level of work
that they do, spending their own money on women to ensure positive outcomes is likely to fuel
disenchantment, particularly given that Jones et al. (2016) have identified that midwives
perceived that a poor salary gives them a lower status in their communities. This situation may
cause attrition because the cost, in literal financial terms, to midwives is too great. However,
even though Beck and Anderson (2018), among others, have considered the emotional costs to
midwives of being ‘with the woman’, the direct financial costs to midwives working in LMICs
in the course of trying to provide quality care has not previously been described.

Conclusion
Midwives are vital for the reduction of maternal and neonatal mortality given the key
role that they play in ensuring that women birth safely, especially in LMICs where there is a
dire shortage of health personnel. This study indicated that, although midwives are doing their
best in the care of women and neonates, they are faced by a myriad of barriers that have
physiological, psychological, and socioeconomic consequences on them and on the quality of
care that they provide. Each of these consequences - physiological psychological or
socioeconomic - could have profound effects on the midwives on their own, however, a closer
look reveals that the consequences are intertwined and reinforce each other. For instance, the
physiological consequences of exhaustion, injuries and infection risks directly affects the
output of the midwives in their working roles, as well as their other duties and roles, such as
mothering, domestic work and maintaining relationships. Also, the psychological effects of
pressure, stress and anxiety have the potential to confer physiological effects on midwives in
the form of medical conditions such as post-traumatic stress disorder and consequently on the
quality of care that they provide to women and neonates. Although this study did not actually
measure burnout and demoralisation, some of the consequences seem to be pointing to this and
further exploratory research is required in this regard. Nonetheless, the findings of this study
clearly indicate what maternity service leaders and organisers need to consider if they wish to
reduce the barriers to quality midwifery care and thereby enhance the retention of midwives in
order to maximise the gains of the midwifery model of boosting positive outcomes for women
and neonates. Specifically, this includes supporting midwives in the provision of resources as
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well as ensuring that midwives work in environments which promote supportive management
styles that considers their views.
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PAPER FIVE: Midwives’ strategies for coping with barriers to providing
quality maternal and neonatal care: A Glaserian Grounded Theory study
Abstract
Background: The employment of well-educated and qualified midwives has emerged
as a cost cutting measure in health facilities that experience human resource shortages.
However, midwives face direct and indirect barriers that have personal and professional
consequences for them. Midwives, therefore, adopt coping strategies in order to be able to
continue their roles in providing safe, quality care to women and newborns. The main aim of
this study was to unearth the coping strategies that Ghanaian midwives adopt to effectively
provide quality maternal and neonatal care.
Methods: Glaserian Grounded Theory was used in this study, and purposive and
theoretical sampling was implemented to recruit 29 midwives and four other health
professionals. Data collection was through non-participant observation and semi-structured
interviews and took place concurrently with data analysis. Open and theoretical coding was
employed to for data analysis. Constant comparison was used throughout the data analysis.
Findings: In their efforts to provide quality care to women and newborns, midwives
experienced barriers in their work that have negative physiological, psychological and
socioeconomic consequences for them. However, most midwives in the current study adopted
coping strategies to help them ameliorate the barriers that they encountered. Midwives’
motivations derived from their strong desire to save the lives of women and neonates and their
strong affection for the midwifery profession was found to help them cope with the barriers
that they face in their work. The midwives’ motivations were also found to precipitate actions
such as improvising, taking control of the birthing environment as well as the birthing process,
and the maintenance of professional and social support networks.
Conclusion: Ghanaian midwives adopt coping strategies to be able to complete their
duties despite the barriers that they face. However, these coping strategies were identified to
be largely geared towards saving the lives of women and neonates to the neglect of their own
wellbeing. Improvement in the provision of care resources in Ghanaian maternity services will
reduce barriers to the provision of quality care to women and neonates. In the short term
however, education programs that focus on developing resilience in the midwifery workforce
would help midwives cope more effectively with the challenges they face.
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Background
Maternal and neonatal mortality rates are very high in Low and Middle-Income
Countries (LMIC), despite global efforts towards their reduction. It is estimated that 99 percent
of all maternal deaths occur in these settings (WHO, 2016). As a Lower Middle Income
Country, Ghana has high maternal and neonatal mortality rates (Nesbitt et al., 2013) where
recent figures from the Ghana Statistical Service indicate Ghana’s maternal and neonatal
mortality rates are 310 per 100,000 and 25 per 1000 live births respectively (Ghana Statistical
Service, 2018). The country failed to achieve its Millennium Development Goal (MDG) Five
target of 185 maternal deaths per 100,000 live births by the 2015 deadline (Fenny, Crentsil, &
Ackah, 2018) and has still not reached it five years on. The neonatal mortality rate is also still
short of the Ghana Newborn Strategy and Action Plan’s target of 21 deaths per 1000 live births
by 2018 (MoH, 2014). The midwifery model of care, which focusses on using well-educated
and qualified midwives for the provision of maternity care, has been shown to not only reduce
maternal and neonatal mortality, but to also have a positive impact on education and economic
empowerment (Ten Hoope-Bender et al., 2016). However, of the estimated global shortfall of
human resources for health, it is estimated that midwives and nurses account for half
(Wahlberg, Högberg, & Emmelin, 2019).
A major source of pressure on midwives has been the increasing demands on the
midwifery profession, including an increased workload as a result of a rise in birth rates, and a
growth in the complexity of pregnancy and birth (Geraghty, Speelman, & Bayes, 2019). This
has all precipitated an increase in midwives’ workloads, which exerts pressures on midwives
in relation to their efforts to provide quality care to women and neonates (Geraghty et al., 2019;
Hunter & Warren, 2014). Additionally, midwives are facing professional, social and economic
barriers such as absence from policy dialogue, lack of supplies and equipment, lack of
recognition of skills, lack of support for housing and transport, lack of safety and security, and
gender inequality (Brodie, 2013; Filby, McConville, & Portela, 2016). Barriers to midwives’
ability to provide quality care to women and neonates, creates physiological, psychological and
socioeconomic consequences for them. Psychological consequences of midwives’ ability to
provide quality care include fear, anxiety, anger, and sadness as well as stress, desperation,
85

insecurity, and demotivation (Moshiro, Ersdal, Mdoe, Kidanto, & Mbekenga, 2018; Prytherch
et al., 2013b; Schack, Elyas, Brew, & Pettersson, 2014; Tibandebage, Kida, Mackintosh, &
Ikingura, 2016). Reported physiological consequences on midwives’ ability to provide quality
care are as a result of extreme exhaustion and fatigue, or from physical attacks experienced
during or outside work, or derived from ill-health and other medical challenges such as
infection risks (Banchani & Tenkorang, 2014; Bremnes, Wiig, Abeid, & Darj, 2018; Rouleau,
Fournier, Philibert, Mbengue, & Dumont, 2012).
Socioeconomic consequences of barriers faced by midwives include pressure on their
marriages as well as on their social networks, inadequate salaries, and other financial effects
that result from providing care to women and neonates from low and irregular income
backgrounds (Filby et al., 2016; Prytherch et al., 2013). All these consequences lead midwives
to disengage emotionally from their work, which has a direct impact on outcomes for women
and newborns (Geraghty et al., 2019). The consequences of the barriers to the ability of
midwives to provide quality care have been found to result in burnout and moral distress which
can have negative effects on the retention of midwives (Filby et al., 2016; Geraghty et al., 2019;
Hunter, Berg, Lundgren, Ólafsdóttir, & Kirkham, 2008).
Many midwives are, however, thriving in the profession due to their ability to devise
resilience strategies that help them cope with the adversities of the profession (Hunter &
Warren, 2014). Resilience can be defined as a dynamic process whereby individuals or groups
adopt positive adaptation within the context of significant adversity. Thus, resilience can be
preceded by adversity, which in turn triggers a positive adaptation (Fletcher & Sarkar, 2013).
Positive adaptation usually occurs using coping strategies that are devised by the individual or
the group (Guo et al., 2017).
Midwives have been shown to employ resilience strategies to be able to cope with the
consequences of barriers that they face in their work (Halperin et al., 2011; Hunter & Warren,
2014; Mcdonald, Jackson, Vickers, & Wilkes, 2016). An important coping strategy that is
commonly adopted by midwives is trying to control what they can in their work environment
in order for them to be able to work effectively, even if they may not have total control over
all the issues at stake (Mcdonald et al., 2016). This process may involve the use of strategies
such as assertiveness and being confident in carrying out their work, which could be through
self-affirmation and the insistence on job autonomy when required (Hunter & Warren, 2013;
Wahlberg et al., 2019). Geraghty et al. (2019) have indicated that midwives who work in the
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same environment form mutual support groups to help them cope with the negative effects of
their job environment. The participants in Geraghty and team’s study used the phrase “having
each other’s back” (p.301) to emphasize the informal mutual support that midwives offer one
another in order to be able to carry on with their work.
Social support from colleagues, friends and family has also been identified to help
midwives deal with the challenges as well as the effects of the challenges that they face in the
workplaces (Halperin et al., 2011). Reflecting with likeminded colleagues is believed to
provide mutual support and reciprocal encouragement, reassurance and affirmation, as well as
the opportunity for sharing grief (Geraghty et al., 2019; Hunter & Warren, 2013; Mcdonald et
al., 2016). Halperin et al. (2011) have indicated that when midwives face negative outcomes
on the job, support from their supervisory staff serves to empower them and prevent them from
experiencing loneliness and abandonment. Apart from work colleagues, sharing with family
and friends has also been identified to help midwives’ coping abilities (Hunter & Warren, 2013;
Mcdonald et al., 2016). Furthermore, engaging in sports and other hobbies, having a work life
balance and therapeutic activities outside work like yoga or walking their dogs, is believed to
help in coping with stress and or distress (Hunter & Warren, 2014; Mcdonald et al., 2016;
O’Dowd et al., 2018). Intentional self-motivation and nurturing of confidence in personal
coping abilities has also been cited in the literature (Mcdonald et al., 2016; Wahlberg et al.,
2019), however, as Hunter and Warren (2013) have indicated, this appears to be learned over
time. Midwives’ love of the profession, their sense of purpose, the fulfillment that they get
from performing their duties, and their acknowledgement of the expectations that their patients
or families have on them are other factors that have been found to help midwives cope (Cope,
Jones, & Hendricks, 2016; Petrites, Mullan, Spangenberg, & Gold, 2016).
As a LMIC, Ghana has both a high maternal and neonatal mortality and a shortage of
midwives (Banchani & Tenkorang, 2014; Schack et al., 2014), although the country is in the
process of implementing the midwifery model of care (Kyei-Nimakoh et al., 2016). Ghanaian
midwives have been shown to be facing significant barriers that affect their ability to provide
quality care to women and newborns, although they seem to be thriving amid the challenges
and are still able to provide care to women and neonates (Ismaila, Bayes, & Geraghty, 2019;
Prytherch et al., 2013). However, to date no study has focused on the coping strategies that the
midwives employ to be able to carry on with their work. It is thus important to examine the
coping strategies that Ghanaian midwives adopt in the face of their workplace barriers as well
as the consequences of these barriers. Understanding how midwives thrive in highly adverse
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situations could provide useful information to guide the support of Ghanaian midwives. It will
also provide insights to educational programs for midwives in similar situations. This study
forms part of a larger research project undertaken by the lead author here, the overall focus of
which was to understand, describe and explain the barriers to the ability of Ghanaian midwives
to provide quality care. The other results of the study which reports on the barriers that
midwives face and the consequences of the barriers to the midwives and the care that they
provide are reported elsewhere (see Ismaila, Bayes & Geraghty, 2019). This study presents the
coping strategies that midwives adopt to be able to carry out their work.

Methods
Glaserian Grounded Theory methodology was employed in this study (Glaser &
Strauss, 1967). The methodology was chosen for this study because it provides a way to explain
ongoing behaviours of participants and the way they solve their issues of concern (Glaser,
2002). Data were collected by the first author (Yakubu Ismaila), who completed a bracketing
exercise prior to interviewing and observing participants. The bracketing exercise facilitated
him to lay aside any preconceived ideas about the phenomenon of interest he may have
developed as someone with direct and vicarious personal and professional experience of the
Ghanaian maternity system (Speziale, Streubert, & Carpenter, 2011). The participants’
narratives were thus heard and analysed objectively without being obscured by any prior
assumptions.
Participants and setting
The study took place in the Greater Accra Region in southern Ghana. A large proportion
(90%) of the population in this region reside in urban and peri urban areas, however a
considerable number of the population live in rural areas (Atiim, Elliott, & Clarke, 2017). The
region has been identified to have the highest number of public health facilities in the country
(Atiim et al., 2017).
Midwives who work in the labour wards in public health facilities were the target
population for this study. To be recruited into the study the midwives must have worked in the
labour ward for a period of not less than one year. Purposive and theoretical sampling were
used during this study. Purposive sampling was used to recruit participants for the initial
interviews. As categories emerged, theoretical sampling was then used to recruit participants
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who could provide data to thicken the categories and to find the relationships between them. A
pharmacist, a social worker, a National Health Insurance Scheme Manager, and a management
staff of the Ghana Health Service were recruited during theoretical sampling. The nonmidwives were recruited because their work impacted on the functioning of the midwives
Data collection and analysis
Data were collected by the first author (YI) through non-participant observation and
semi-structured interviews. The non-participant observation focused on the midwives’
immediate working environment including infrastructure, water and sanitation, equipment and
supplies, and protocols. Face-to-face interviews were conducted with the participants using an
interview guide. The interviews, which lasted between 45-60 minutes were conducted in
English language, and done so in places chosen by the respondents, within their own facilities
that afforded them privacy and confidentiality. The initial interview questions relating to the
findings presented in this paper included the following: What are the barriers to your ability to
provide quality midwifery care to women and newborns? Can you explain to me how these
barriers affect your ability to provide quality care? What do you do to reduce the effects of
these barriers?
All the interviews were audio recorded with the participants’ consent. The first author
listened to the interviews and transcribed them verbatim. Data analysis was carried out by
employing open and theoretical coding. Memos were made by the researcher as the data were
analysed. Open coding involved the identification of important words or groups of words and
phrases and labelling (‘coding’) them. The codes were constantly compared, and alike codes
were grouped together to form categories. During theoretical coding the relationships between
the categories were identified and the categories were subsequently linked together to form a
middle range grounded theory labelled “Doing magic with very little”, that captures the barriers
that the midwives faced in their work, the consequences of those barriers and the coping
strategies that midwives adopted to be able to complete their work (Ismaila, Bayes & Geraghty,
2019). The findings that are presented in this paper are on the coping strategies that midwives
adopted to be able to complete their work.
Ethical consideration
The study received ethical approval from the Human Research Ethics Committee of
Edith Cowan University, Australia, (number 18162) as well as the Ethical Board of the Ghana
Health Service in Accra, Ghana (GHS-ERC: 009/10/17). During recruitment, all participants
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were provided information sheets. Participants were informed that they could leave the study
or stop interviews at any time without any consequences to them. All the participants in the
study signed consent forms when they were recruited. Although the research was deemed to be
of low risk to the participants, a professional counsellor was available to provide support to
participants if they felt distressed by recounting negative practice experiences (none required
the service). The first author arranged with the second and third authors, who are experienced
midwives, for debriefing in case he heard about or witnessed difficult or distressing practice
situations. To ensure the confidentiality of the participants, all the names that are used in the
findings section are pseudonyms.

Findings
Twenty-nine midwives whose ages ranged between 26-59 years provided data. The
average years of experience of the midwives was eight years. Midwives were recruited from
10 health care facilities within seven districts in the region as follows: four health facilities
from urban areas, three from peri-urban areas and three from rural areas. The demographic
information of the midwives in the study are provided in Table 4.1 below.
Table 4.1: Demographic characteristics of midwife participants
Demographic variable
Age

Years of experience

Education
Health Facility type
Health facility location

Sex

Category
25 – 29 years
30 – 35 years
36 – 39 years
40 – 45 years
46 – 49 years
56 – 59 years
1 – 5 years
6 – 10 years
11 – 15 years
15 – 20 years
Diploma in midwifery
Bachelor’s degree
District Hospital
Health Centre
Urban
Peri-urban
Rural
Male
Female
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Frequency
4
12
3
3
2
5
12
8
6
3
25
4
22
7
16
7
6
1
28

The midwives in this study were found to be facing a myriad of barriers that affected
their ability to provide quality care to women and neonates. Barriers that were identified to be
affecting the midwives in this study include the following: not having essential equipment and
supplies, working within constraining infrastructure, insufficient workforce, inability to timely
refer clients, the lack of client compliance, and unsupportive facility management (Ismaila,
Bayes & Geraghty, 2019). These barriers were found to have physiological psychological and
socioeconomic consequences on the midwives and thus on the quality of care that they provide.
However, the participants were found to have a range of coping strategies that helped them to
complete their work.
One main category – ‘being motivated’ and three sub-categories namely; ‘improvising’,
‘being one step ahead’, and ‘maintaining a support network’ were found to enable the midwives
cope with the barriers that they face in their workplaces.
Being motivated
Despite the barriers and the consequences of the barriers that midwives face in their work,
the midwives were found to be coping with the barriers that they faced and were still able to
provide care to women and newborns due to their motivation. The midwives indicated that
their greatest source of motivation for continuing in their profession despite the barriers that
they face and the consequences of the barriers is their strong desire to save the lives of women
and neonates and their strong affection for the midwifery profession. The midwives indicated
that they were motivated by their strong desire to ensure that women have safe births and
healthy babies, as women come to them because they trust this is possible. This is represented
by Fareeda in the following quote:
Seeing the mothers alive with their babies. For me that is the greatest motivation I
have had. A mother will come since she can’t deliver in the house. She has the
motive that “when I come to the hospital I will come and meet someone good”, that
is my pride.
The midwives’ motivation is also underpinned by the intense affection that they have for
the midwifery profession. The midwives reported that they saw their profession as a calling
through which they can contribute to their societies as indicated by Mariama below:
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One thing which motivates me to be a midwife is that it is my contribution to my
community and my society. The only way that I can do it (contribute to society) and
I know people will appreciate it is to be a midwife. Because I will have to help the
pregnant woman from antenatal through delivery. I always feel happy when I do
that. That is my motivation. Not even the salary.
As a result of their strong affection for the midwifery profession, the midwives shared
that they achieve fulfillment when they take care of women and neonates, for instance as
indicated by Dela in the quote below:
I feel fulfilled when a pregnant woman walks in and even if it is a complicated case,
we get through it and mother is alive and baby is doing well. I get some
gratification from that and I think that is motivating enough to keep me going.
Further, the midwives reported that because of their affection for the profession they
“keep going” (Esi) despite the burden of a heavy workload. Others talked about upholding the
best standard of care possible even though they receive inadequate financial compensation for
doing so. Akos, for example, said:
As I am sitting here, I don’t have money [I’m not rich] but it does not affect the
way I deliver [babies]. Even my salary is not enough, but I still deliver [babies].
The midwives shared that they always want to give their best as this gives them a sense
of pride. One example is in Ayele’s quote below:
Do your best so that when you go home, and they say “ayekoo” (well done) you
can respond “yaaye” (thank you). “Yaaye” means that you have done well. So that
when you go home, and your husband greets you and ask you “how is work?” you
will not feel guilty.
Improvising
The midwives reported that their motivation spurred them to improvise as a way of
coping with the barriers that they face in their work. Respondents indicated that as part of their
training they are always encouraged to improvise when they are faced with challenging clinical
situations. Buruwaa spoke for the group when she shared that they “don’t have a lot of (a
number of) equipment to work with”, and this necessitates that they improvise by making do

92

with whatever equipment is available to enable positive maternal and neonatal outcomes. This
was expatiated further by Mercy in the following example:
It is only the labour ward which has a flow meter so if theater recovery have
emergency and they come for it and later we get an emergency, we can’t use it on
the patient who is critical, so what can we do?... we use an ambubag instead of
face and mask”
The midwives, as exemplified by Mansah, stated that they “wish that the things
(equipment) are there so that we can do our best”. However, she went on to indicate that “when
something (equipment) is not there”, they are forced to do the next best thing or use what they
can to get the best outcome. For example, Nakie indicated that “if there is no ambubag, you
can cover the baby’s mouth with gauze and breathe into the baby.”
The respondents indicated the occurrence of clinical areas borrowing or sharing as a way
of improvising to combat the effects of lack of equipment. For instance, Clara, in the quote
below, said:
The equipment, we borrow from other wards. For instance, the BP apparatus, we
borrow from (another) ward. When the oxygen is finished, we go for the one at
the (operating) theater.
Other modes of improvisation mentioned by midwives included sterilising equipment
with bleach instead of autoclaving when birthing equipment is immediately required following
use to attend to more women, with time being a crucial factor. Some midwives reported not
having autoclaves in their health facilities, where the participants working in these facilities
described that they always had to sterilize their equipment with bleach. Furthermore, some
midwives indicated that they “cut (the umbilical cord) with a blade” (Ayele) when there were
no more sterile scissors available.
Respondents’ capacity to improvise was also reported to extend to situations where
women present in labour without the necessary items for their birthing. They went on to explain
that, when this happens, they take the initiative to “collect some (birthing items) from other
clients” (Selasie) who have spare items. According to respondents, when they are unable to get
what the woman needs from others, they improvise further. This is indicated by Nakie in the
quote below, where she refers to when women arrive without wraps for their newborns and she
is unable to obtain any from other women:
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Some women come to deliver without cot sheet or even simple things they will
use for the baby. We tear a pillowcase to receive the baby to prevent the baby
from chilling.
Further complicating the challenges that some of the participants endure, the midwives
also face the day-to-day uncertainty of whether there will be electricity where they are working.
True to their adaptability though, even this reportedly does not prevent midwives from doing
their job. In the face of frequent power outages and the resulting insufficient lighting,
respondents indicated that they improvised by using the flashlight / torches on their mobile
devices. For example, Sika, like the others, said, she just uses her “… phone light to do the
delivery.”
Being one step ahead
The participants indicated that despite the extensive difficulties that they faced in being
able to provide quality care to women and newborns, they felt the need to be ‘one step ahead’
in the care-giving process by closely monitoring those in their care. They did this by, as Kafui
describes, “keeping an eye on the person”. This is necessary, as indicated by Mansah, because
“if you do not keep an eye on the client, by the time you realise… (something is wrong). Maybe
the heart rate is gone.”
This proactive coping strategy of maintaining vigilant monitoring was highlighted by
midwives to also include making sure that their medical colleagues have enough information
that is needed in order to act when things deviate from normal. Kafui further explains in the
statement below, about the chaos caused when midwives are not well-informed about the
woman they are caring for:
If you know your stuff, that is it. Because you’ve called him (medical doctor) that
there is an emergency, when he asks you what you have done and you can’t say,
the doctor will feel you don’t know what you’re about.
According to the midwives, their proactive vigilance also involves making sure that
colleagues fulfill their obligations on the ward. The following quote, provided by Kafui,
provides an example of this: “Personally, if I come to work and you (a colleague) have not
done something and I know you have to do it I will make sure you do it before you go.”
The midwives’ proactive vigilance also showed in their ability to ensure that the
handover of cases was done well, and also that the availability and functioning of the caregiving
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resources available were checked. For instance, in the area of equipment, Victoria said: “if
you’re taking up your shift and something is not there you have to prompt and ask, maybe it is
spoilt (broken)”.
These initiatives of the midwives’ amount to trying to exercise control over care
situations and their environment when there is a lot that is unpredictable. Another way in which
midwives did this was through their ability to take control of risky situations to minimise
negative outcomes. For instance, the rural midwives indicated that being on top of high-risk
situations enables them to ensure prompt referral for women to facilities better equipped to care
for them, even when women or their support persons are not motivated to accept the
recommendation. Ashokor explains further in the quote below:
Sometimes when they come (and they are referred elsewhere), they will say they
are going home (to prepare) before (they travel). Especially when they are bent on
not going. But some of these cases, it is not a matter of going home. You came from
home, where you could not (manage), instead of going (to the referral facility), you
say you are going home to collect money or to collect something. We (the midwife
and the woman) will go first, then you (client’s family or accompanying persons)
will follow. So that one, you have to take immediate action. I insist that the right
thing is done. I don’t joke.
Maintaining a support network
It is well known that the work of a midwife can result in enormous pressure, which can
cause distress to them. Midwives in this study indicated that because of their motivation, they
maintain a support network that keeps them functioning in the face of any barriers. It was found
that support is commonly obtained from three sources: colleagues, family and faith. The
midwives were found to have a strong sense of duty towards their colleagues. Mansah for
instance, indicated that:
it is my duty and if I do not go [to work], nobody will. Someone has come in the
morning and her shift has ended so if you do not come … [she cannot go].
The respondents indicated the value of the support of their clinical colleagues when
they are distressed due to negative clinical outcomes. It was also unearthed in this study that
midwives call their clinical colleagues for support during emergencies. In facilities that have
onsite accommodation, midwives are able to call on their colleagues to come out from their
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homes to help them, and they rarely object, as indicated by Fareeda: “Since we stay around, in
case of difficulties, you can call your colleagues to come and help”.
The respondents noted the vital importance of their mobile phones in helping them
maintain contact with their colleagues and other midwifery staff especially for the management
of emergencies. This is further elaborated by Ashokor in the following quote:
These days, through our efforts, some of the doctors have given us (phone)
numbers. When we are in difficulties, we call. And they direct you what you should
do…. They are also very busy, so at times I contact my more experienced midwives.
They support, they will tell you, do this and do that.
The respondents indicated that there is a simple innovation that they use in the region
whereby they post their emergency cases on a mobile phone application (‘app’) and follow up
with calls in order to get advice and help from their colleagues. The midwives support networks
extended to colleagues from different facilities, especially when there is the need to refer
women or neonates, as indicated by Margaret below:
“You have to call ...[and someone will respond] “‘please, Ridge [hospital] is full,
Achimota [hospital], can you help? Mamoobi [hospital], can you help? [Then] if
they get somebody [health facility] they will call you and say, “send the case to
[let’s say] Ridge” [hospital]” Ambulance driver [National Ambulance Service] is
also on it.”
The respondents indicated that when they have negative outcomes, “having people
around” (Kafui) to talk to helped them cope with their distress. Usually the midwives talk to
their colleague as a first point of contact to help them cope with the negative effects of difficult
practice experiences. Kafui gave the following example:
Just before Christmas I had two still births so I talked to her (a midwife colleague)
and another girl, Vivian (another colleague). I usually come for night (shifts) so
we decided that I break from night (shifts) and come for day (shifts) for some time.
Midwives also indicated that their immediate families are a source of support that helped
them cope with the distresses in their job, as indicated by Elsie below:
At times you will leave here crying because someone has uttered a word to you but
when you get home and you meet your family, your kids…. you forget about that
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and now your thought is with them. So, you look at them and you tell yourself, life
must go on. Your husband too might ask you: “sweetie how is work”? [you may
say] “Today when we went this and this and that”. [He may say], “Ok, it will be
well. Let’s hope for the best”.
The midwives’ motivation was also found to spur them to seek the intervention of God
in their day-to-day duty of birthing and taking care of women and neonates. The respondents
were found to have faith in the ability of God to intervene in order to prevent negative outcomes
in their work. Respondents indicated that praying when they faced challenging situations
helped. For example, Nakie stated: You keep praying. We are human beings and we know God
does everything so we pray that even if something (should happen) at all, God should intervene.
Prayers also works, and God does it.
Another respondent, Fafa also indicated that prayers were one of her ‘preventive’ coping
strategies: “I pray and commit my hands, my eyes, and my movements in God’s hands before I
touch a patient.”

Discussion
The findings detailed above indicate that although the midwives are faced with barriers
such as the lack of essential equipment and supplies, working within constraining
infrastructure, working with an insufficient workforce, inability to timely refer clients, the lack
of client compliance, and the lack of management support (Ismaila, Bayes, & Geraghty, 2019),
because of their strong motivation they are able to institute coping strategies that help them to
complete their work and enable them to still get positive outcomes for women and neonates. It
was their strong desire to save the lives of women and neonates and their affection for the
midwifery profession that enables them cope with the barriers that they face in their work. In a
study in Mozambique by Adolphson, Axemo, and Högberg (2016) midwives were shown to
derive motivation from their ability to save lives, provide hope to their clients and from the
sense of feeling that their work was beneficial to others. This finding is also in consonance with
the findings of Bloxsome, Bayes and Ireson (2020) and Cope et al. (2016), whom all indicated
in their studies conducted in Australia that their participants thrived in their profession because
of their love for the profession and the value that they place in their role. Petrites et al. (2016),
in a study to find out how midwives and obstetricians cope with high perinatal deaths found
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that they were motivated by the sense of purpose and the sense of awareness of patient’s pain
and suffering.
In the face of lack of equipment and supplies, the midwives in our study admitted to
being driven by their strong motivation to improvise, by borrowing and sharing equipment or
supplies, using alternative equipment that can produce positive results, and performing actions
or using materials that can ensure positive outcomes. In a study by Pomevor and Adomah-Afari
(2016) that investigated the perception of health workers on the quality of neonatal care, the
respondents were also found to be improvising by doing direct mouth-to-mouth resuscitation
on newborns when the required equipment was not available, as well as using improvised tools,
akin to the midwives in this study’s use of their mobile phones’ flash light to provide or
augment lighting during birthing processes.
Studies in the area of midwife resilience have indicated that the midwives’ ability to
control their environment is a coping strategy that enables them to thrive in their work (Hunter
& Warren, 2013; Mcdonald et al., 2016). In the category labelled ‘being one step ahead’, the
midwives’ ability to take control of the processes of care are evident through their close and
careful monitoring of women, enhancing effective communication, checking the availability
and functioning of available resources such as equipment and supplies, ensuring proper
handover, as well as assertiveness in ensuring their colleagues and women comply in regard to
actions that favors positive outcomes. Jacobson, Zlatnik, Kennedy, and Lyndon (2013), in their
study conducted in the USA to understand how inter disciplinary communication affects patient
safety, underscored the importance of effective communication between midwives and other
clinical staff in ensuring positive outcomes for birthing women. Adolphson et al. (2016) also
identified good collaboration and teamwork by midwives and other midwifery staff to be an
important factor that enabled them to provide quality care to women and neonates. In a study
in Tanzania by Tibandebage et al. (2016) it was shown that midwives’ assertiveness ensured
that their colleagues provided prompt care to birthing women. Shack et al. (2014) also outlined
the importance that midwives attribute to controlling the care environment: their participants
described, for example, preparing equipment beforehand and checking on the functioning and
availability of equipment. Planning for any eventuality was also indicated by Hunter and
Warren (2013) as an adversity coping strategy used by midwives.
The findings of this study indicate that midwives rely on their colleagues for support
when they have challenging cases as well as when they are distressed due to negative outcomes.
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Support from relationships both in and outside the workplace has been found to help midwives
cope with the challenges in their work (Hunter & Warren, 2014; Mcdonald et al., 2016;
Wahlberg et al., 2019). Geraghty et al. (2019) in a study to examine the implications of workrelated stress on midwives identified that when midwives discuss their challenges with
likeminded colleagues it has an ameliorating effect on their distress. The finding in this study
is also similar to the finding by Hunter and Warren (2013) when they investigated resilience in
midwifery that, talking to colleagues gives midwives perspective on the challenges that they
encounter in their workplaces. According to Wahlberg et al. (2019), who explored the
processes that Swedish midwives go through when they experience severe events in the
maternity ward, when individuals who have been through certain experiences provide
assistance to colleagues it boosts the confidence of the person from whom help is sought. This
process has a two-way benefit. Therefore, this study’s finding that the midwives depended on
their colleagues for support is advantageous as it could help boost coping abilities among the
midwives. It will therefore be beneficial if colleague mentoring is instituted in the midwifery
profession in Ghana, because, as Dartey, Phetlhu and Phuma-Ngaiyaye (2019) have indicated
that, there is an absence of institutional measures to help midwives cope with maternal deaths
in the country. Halperin et al. (2011) studied how midwives cope with stressful clinical lifethreatening childbirth situations, and emphasised the empowering effect to midwives of
support from supervisors. However, the midwives in this present study did not mention
receiving support from their supervisors; they only spoke of support from their peers.
Therefore, measures should be put in place in the labour wards to institute supportive
supervision to empower the midwives to be able to cope with the challenges that they face in
their work.
Support by people who are external to the midwives’ workplace, such as that provided
by family and friends, has been indicated by others to help increase midwives’ resilience
(Hunter & Warren, 2014; Mcdonald et al., 2016; O’Dowd et al., 2018). Apart from their work
colleagues, respondents were found to rely on their nuclear family, especially their spouses,
rather than on other individuals. Self-care through therapeutic activities, leisure activities and
other activities including yoga, reading, walking dogs and engaging in sports have been found
to be good coping mechanisms (Hunter & Warren, 2014; O’Dowd et al., 2018). However, these
activities were also not mentioned by the respondents in this present study. Midwives in this
study did, however, mention their motivation to pray as an important coping strategy, which
they adopted when facing challenging cases. This is similar to the response of participants in a
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study by Schack et al. (2014) which focused on the challenges that midwives face in managing
third stage labour.

Limitation of the study
This study provided insight into the coping strategies that midwives adopt to be able to
provide quality care to women and neonates. The midwives’ coping strategies that were
unearthed in this study were found to be mostly instituted to help them complete their work,
although the barriers to the midwives’ ability to provide quality care had negative personal
consequences on them. This may be attributed to the reason that; the main objective of this
study was to find out the barriers that affect the ability of midwives to provide quality care.
Further research is therefore required to explore the coping strategies that midwives adopt to
reduce the effects of the workplace barriers on themselves.

Conclusion
In their efforts to provide quality care to women and neonates, Ghanaian midwives are
faced with barriers that have negative consequences on the quality of care that they provide as
well as on the midwives themselves. Yet, amid the barriers and the effects of the barriers,
midwives in this practice context have developed coping strategies that enable them to fulfil
their duties. Midwives’ coping strategies stem from their motivation which was found to be
underpinned both by their strong desire to save the lives of women and newborns, and their
strong affection for the midwifery profession. The midwives’ motivation helped them to cope
with the barriers that they face and spurred them to adopt other coping strategies such as
improvising, close and cautious monitoring of those in their care, and maintaining a support
network. Although the barriers that Ghanaian midwives face in their work have consequences
for the quality of care that they provide to women and neonates, as well as for themselves
personally, their coping strategies are mostly geared towards their ability to facilitate best
possible outcomes for women and newborns. Improved provision of caregiving resources in
Ghanaian maternity services would go a long way to reduce the barriers that midwives face in
their work. In the meantime, pre-and post-registration programs of midwifery education should
focus on developing effective resilience and context relevant coping skills.
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Summary
This chapter has presented three papers that have reported on the findings of this
research study on the barriers to Ghanaian midwives’ ability to provide quality care. Paper
Three indicated that, although midwives are dedicated to providing quality care to women and
neonates, they are faced with barriers that are precipitated by lack of resources, poor client
attitudes and unsupportive facility managements. Paper Four reported that the barriers
midwives face has consequences for them as well as for the quality of the care that they provide.
The barriers were found to have physiological, psychological and socioeconomic consequences
for midwives. Paper Five presented above indicated that, despite the barriers and the
consequences of the barriers that midwives face they can adopt coping strategies that enable
them to complete their duties. The midwives’ coping strategies were found to be spurred by
their motivation to see women give birth safely to healthy babies, and their strong affection for
the midwifery profession.
The next chapter, which is the concluding chapter, will discuss the main findings of the
study. It will also present a summary of the study, general recommendations, the study’s
strengths and limitations and recommendations for future research.
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CHAPTER FIVE: DISCUSSION AND CONCLUSION
Introduction
This chapter will firstly discuss the findings of this research project. This will be
followed by a summary of the findings. Recommendations for policy development, education
and practice for midwives to enable them to provide quality care for women and neonates, will
then be provided. The limitations of the study and recommendations for future research will be
discussed, followed by a final conclusion to this thesis.

Discussion
Five publishable manuscripts have resulted from this research study, one of which has
been published in an international peer-reviewed journal. Paper One presented a review of the
literature on the barriers to midwives’ ability to provide quality care. Paper Two focused on
the use of Glaserian GT to investigate the phenomenon of interest in the Ghanaian context.
Paper Three explored the barriers to Ghanaian midwives’ ability to provide quality care to
women and neonates. Paper Four presented the consequences of the barriers to Ghanaian
midwives’ ability to provide quality care, and Paper Five examined the coping strategies that
Ghanaian midwives adopted in the face of barriers that made it difficult for them to provide
optimum care.
Consistent with the tenets of Glaserian GT methodology, a literature review was carried
out only after the data were collected and analysed (Glaser & Strauss, 1967; Kenny & Fourie,
2015) to provide further insights into the barriers to midwives’ ability to provide quality care.
From the literature review, the barriers to midwives’ ability to provide quality care were found
to include; ‘the lack of equipment’, ‘inadequate skills and training’, ‘inadequate space and
infrastructure’, ‘staff shortages and high workloads’, ‘emotional barriers’, and ‘workplace
culture’. The literature review also revealed that the barriers to midwives’ ability to provide
quality care is a global phenomenon (Brodie, 2013). Using the Donabedian framework for the
assessment of quality care, the barriers that the midwives experienced regarding lack of
equipment, including the infrastructural barrier of lack of space, were identified as structural
factors. The barriers of inadequate skills and training, workplace culture and midwives’
emotional barriers such as fear, anxiety and panic were identified as process factors. The lack
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of privacy for birthing women, and the lack of emotional support during births were identified
as factors that affected the satisfaction of women and their families, and as such were classified
as outcome factors (Donabedian, 1988). The literature review revealed that to improve the
quality of care for women and neonates, there must be a focus of efforts on all three factors:
structure, process, and outcome. Therefore, an in-depth exploration of the factors that affect
midwives’ ability to provide quality maternal and neonatal care in different practice contexts
is vital.
Glaserian GT was used in this study because it provides a way to explain ongoing
behaviours of participants and the way they solve their issues of concern (Glaser, 2002). In GT,
the focus is not only on what participants say but what they do, because the participants may
not be conscious or have a complete understanding of the processes that they are involved in.
During the inception stages of the study all the versions of GT were considered, namely
Glaserian, Straussian, and Charmazian (constructivist) GT, but Glaserian GT was settled upon
because as opposed to the Straussian version, it allows for the findings on the phenomenon of
interest to emerge from the data without wrongly classifying anything into predetermined
categories. The Charmazian (constructivist) version was also deemed inappropriate because of
the lack of comprehensive knowledge in the area of midwifery by the lead researcher.
The use of Glaserian GT in the Ghanaian context was explored in detail in the Paper
Two, (presented above in Chapter Three). Although some authors have used elements of GT
methodology in Ghana, to date, no study has applied the methodology in full, whereby a
grounded theory has emerged from the findings (Crissman et al., 2013). In this study, Glaserian
GT methodology was strictly adhered to, and led to the discovery of a middle range grounded
theory that was labelled “Doing magic with very little”. The theory described and explained
the barriers that affect midwives’ ability to provide quality care at personal, professional,
organisational, socioeconomic and macroeconomic levels. Further, it explained the
consequences of these barriers on the midwives, as well as on the quality of care that they
provided. It also delineated the coping strategies that the midwives adopted to complete their
duties despite the barriers that they faced. The use of Glaserian GT in this study was found to
be advantageous. Apart from the discovery of a middle range grounded theory, the use of GT
tenets such as non-participant observation and conducting more than one interview with
participants, was found to have facilitated the development of rapport with the study
participants, which enabled the participants to be open and candid in their responses, thereby
enriching the findings of the study.
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Contrary to the assertion by some researchers that GT is a rigid methodology, this study
proved that it is flexible because, although it is not strictly specified, bracketing, method and
data source triangulation, and member checking were effectively utilized in this study. Through
bracketing, the lead researcher was able to lay aside his preconceived ideas on the phenomenon
of interest and was thus able to conduct the study through a clear lens. Method triangulation
involved the concurrent use of non-participant observation and semi-structured interviews in
data collection. Data source triangulation was employed by interviewing other health workers
whose work contributed to the functioning of midwives and a negative case. Member checking
was carried out by presenting the study’s findings and the emergent theory to midwives from
outside the study location for their review, feedback and revision. The used of the abovementioned methods enhanced the study’s rigor.
Chapter Four presented three papers which constituted the empirical results of the
study. Paper Three brought forth the barriers to the midwives’ ability to provide quality care to
women and neonates. The findings in Paper Three indicated that although midwives are
dedicated to the provision of quality care to women and neonates, they are faced with barriers
that have negative impacts on their efforts. The barriers to midwives’ quality care efforts that
were unearthed in this study included those that are caused by inadequate resources or
structural factors. These factors were depicted in the categories; ‘the lack of essential
equipment and supplies’, ‘working within constraining infrastructure’, and ‘the inability to
timely refer clients. Midwives were also found to be facing the barriers of ‘not getting the
needed cooperation from clients’ and ‘the lack of facility management support’. The barriers
that related to lack of resources that emerged in the current study was corroborated by findings
in other studies previously conducted in Ghana (Banchani & Tenkorang, 2014; Pomevor &
Adomah-Afari, 2016; Prytherch et al., 2013) as well as studies in other LMICs (Richard et al.,
2009; Tibandebage, Kida, Mackintosh, & Ikingura, 2016).
In the current study’s setting, 90% of the population lived in urban areas. In Ghana, the
study region is ranked the highest in the country in terms of health resources and infrastructure
(Atiim, Elliott, & Clarke, 2017). Despite this, the midwives in the current study still faced
barriers related to shortages of resources. The ‘urban advantage’ theory, which posits that urban
dwellers in developing countries have improved access to healthcare, has been refuted in
studies that have investigated the phenomenon (Bocquier, Madise, & Zulu, 2011; Matthews et
al., 2010). The current study also revealed than the urban advantage does not apply when we
consider Ghanaian midwives’ access to the resources of care.
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The study has revealed for the first time the factor of unsupportive facility management
as a barrier to Ghanaian midwives’ ability to provide quality care to women and neonates. This
consisted of failure of facility management to provide the resources that midwives needed in a
timely manner; failure to improve the welfare of midwives, and the lack of incentives and
motivation from management. These identified factors have not been previously documented
as barriers to midwives’ ability to provide quality care in Ghana. Studies conducted in other
LMICs have previously shown the potential ameliorating effects that supportive managements
can have on the barriers that midwives face in their workplaces (Bremnes, Wiig, Abeid, &
Darj, 2018; Tibandebage et al., 2016).
Paper Four presented the professional and personal consequences of the barriers that
midwives encountered. The findings in this paper indicated that the barriers to midwives’
ability to provide quality care have physiological, psychological and socioeconomic
consequences for them. It is important to note that these consequences are intertwined and
reinforce each other. The barriers of high workload and unavailability of resources for the care
process was found to have physiological consequences such as back pain, back injuries, and
perceived health conditions such as stomach ulcer, high blood pressure and risks of nosocomial
infections. Participants also reported experiencing verbal attacks and threats of physical attacks
from clients and from the outside community. The physiological consequences of exhaustion,
physical attacks and infection risks that emerged in the current study corroborated findings of
other studies in Ghana and other LMICs (Banchani & Tenkorang, 2014; Filby, McConville, &
Portela, 2016; Ndwiga, Warren, Ritter, Sripad, & Abuya, 2017; Rouleau, Fournier, Philibert,
Mbengue, & Dumont, 2012).
Psychologically, the consequences of the barriers to quality care provision that the
current study’s participants faced in the workplace included feeling pressure, stress and
anxiety, frustration, anger and demotivation. Anxiety was also found to affect the emotional
wellbeing of midwives in another study that sought to discover why midwives in Ghana were
not translating their knowledge of best practice into their clinical care and found insufficient
resources to be the issue (Schack, Elyas, Brew, & Pettersson, 2014). Furthermore, panic attacks
and post-traumatic stress disorder have also previously been associated with midwives’
inability to practice ‘best’ care (Leinweber & Rowe, 2010; Spendlove, 2018). The
socioeconomic consequences of the barriers that the current study’s participants encountered
included the inability to spend quality time with their families, friends and their communities,
negative consequences on their family responsibilities, inability to complete their household
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chores, having to employ family support, and the use of their own funds in the process of caring
for women and neonates. These findings corroborate the findings in Filby et al.’s (2016) study
that explored the barriers to midwives’ ability to provide quality care in LMICs.
The consequences of the barriers to midwives’ ability to provide quality care can have
detrimental effects on the quality of the care that they provide as well as on the attrition of
midwives (Geraghty, Speelman, & Bayes, 2019). Midwives anxiety and stress could, for
instance skew their practice towards the biomedical model and compromise on trying to uphold
the midwifery model of care that encourages natural births (Spendlove, 2018). Further, it has
previously been reported that midwives already perceive that their salaries are not
commensurate with the level of work that they do (Banchani & Tenkorang, 2014; Jones,
Michael, Butt, & Hauck, 2016), and that some midwives perceive that their low salaries give
them a lower status in their communities (Jones et al., 2016). Considering these findings, the
added burden of spending their own resources in the process of caring for women and neonates
could well engender further job-related disenchantment and lead to attrition.
In Paper Five the coping strategies that midwives adopted to be able to complete their
work in the face of the barriers that they encountered were explored. The findings from the
current study suggested that although the respondents were working within barriers that had
negative consequences for them personally as well as for the quality of the care that they
provided, they demonstrated that they had coping mechanisms that they employed to complete
their duties. The coping strategies that the midwives adopted were found to result from their
motivation to continue their work due to their strong desire for assisting women to birth safely
and the strong affection that they have for the midwifery profession. The midwives’ motivation
was identified as the underlying factor that precipitated the adoption of other coping strategies
that enabled them to carry out their duties. Midwives’ dedication to the midwifery profession
and the sense of pride that they received for carrying out their work has been identified in other
studies (Bloxsome, Bayes, & Ireson, 2020).
The participants in the current study were seen to be coping in their profession because
of their ability to improvise when faced with barriers in their work. This is similar to findings
in a study by Banchani and Tenkorang (2014) in Ghana. Being one step ahead by ensuring
close monitoring of those in their care and the care environment was another strategy that the
midwives adopted to be able to carry out their work in the face of any barriers. Further, it was
found that maintaining a support network helped midwives cope with their workplace barriers.
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However, the study revealed that midwives depended more on the support from work
colleagues and their nuclear family, especially their spouses. Although support from
supervisors has been found to have an empowering effect on midwives, the midwives in the
current study did not identify this (Halperin et al., 2011). The results of the study also indicated
that midwives do not engage in distractive leisure and relaxation activities such as yoga,
walking dogs and engaging in relaxation hobbies that have been identified in other studies to
help coping efforts of health workers (Hunter & Warren, 2014; O’Dowd et al., 2018). Instead,
the participants in the current study were found to engage in their faith, using prayer to seek
divine intervention to prevent negative outcomes that could result from the barriers that they
faced in their workplaces, which is similar to the findings in a study by Schack et al. (2014).
Most of the midwives’ coping strategies were found to be geared towards their ability to
complete their duties and thus save the lives of women and newborns rather than helping their
personal physiological, psychological and socioeconomic wellbeing.

Summary of study findings
1. The literature review conducted for this study indicated that midwives are faced with
a variety of barriers at the structural, process and outcome levels in their effort to
provide quality care to women and neonates. The structural barriers that were identified
included the lack of equipment, inadequate space and infrastructure in the midwives
working environment, and insufficient staff levels that resulted in heavy workloads.
Process barriers that affected the midwives included inadequate skills and training,
emotional barriers such as fear, anxiety, panic and workplace cultures. Outcome
barriers that were identified included actions that affected the satisfaction of women,
their families or support persons, such as the lack of privacy in the birthing
environment, and the lack of emotional support from women’s families or support
people during birth. It was identified that efforts to reduce barriers to the midwives’
ability to provide quality care in developed countries have focused largely on process
barriers, whilst those in developing countries focus on structural barriers. This suggests
that there is a need to focus on all factors of care. Research on the barriers that
midwives in different practice contexts experience is thus important to focus
ameliorating efforts.
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2. This study employed Glaserian GT in the Ghanaian context. The use of GT in this
study led to the emergence of a middle range grounded theory- “Doing magic with
very little”, which explains the factors that affect the ability of Ghanaian midwives to
provide quality care to women and neonate, the consequences of those barriers and
how they cope. Using Glaser (1978)’s six Cs coding family, the causes of the
midwives’ workplace barriers were delimited. The consequences of the barriers, the
context in which these barriers exist, the contingent factors at play, as well as the
covariance factors to the midwives’ barriers were also unearthed. The coping strategies
that midwives adopt to be able to provide quality care were also identified. In this
study, Glaserian GT proved an effective method in investigating health phenomenon
in the Ghanaian context. The processes involved in the use of the methods such as nonparticipant observation, the conducting of more than one interviews, the use of
bracketing, method and data triangulation, and member checking contributed to the
study’s rigor. The use of Glaserian GT in this study thus contributes to methodological
knowledge.
3. The empirical results of this study revealed that resource or structural barriers are
important factors in the ability of midwives to provide quality care. Resource barriers
that were identified in this study included not having essential equipment and supplies,
working within constraining infrastructure such as lack of operating theatres, Intensive
Care Units (ICUs) and Neonatal Intensive Care Units (NICUs), inadequate space, lack
of standby power sources, erratic power supplies, and lack of onsite accommodation.
Other resource barriers include working with insufficient workforce in the form of
inadequate number of midwives, medical doctors or specialists and other support staff,
and lack of referral resources. The resource barriers of the midwives existed in a
context of poor finance, both at national and facility level. It is therefore important that
the state, donor agencies, and other stakeholders ensures the injection of the needed
finance and other resources to help eliminate the resource barriers of midwives.
4. This study brought to the fore the factor of unsupportive facility management as a key
barrier to the midwives’ efforts to provide quality care. It was highlighted in this study
that if working efficiently, facility management can ameliorate or eliminate the barriers
that midwives face. However, management have served to compound the midwives’
barriers and the consequences of those barriers. The failure of facility management to
provide essential equipment in a timely manner, as well as their failure to provide
trainings on new equipment, were identified as deficiencies that affected the provision
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of quality care. Facility managements’ failure to take care of midwives’ welfare issues
such as taking care of midwives when they acquire illnesses or are injured in the line
of duty and midwife transfers were also mentioned. Failure to address salaries and
study leave issues in a timely manner were also cited. Furthermore, midwives indicated
the lack of motivation and incentives from facility managements. Midwives in the
current study revealed that their main source of motivation to continue in their work is
their desire to see women birth safely to healthy babies and the strong affection that
they have for their profession. Given these findings, the provision of supportive
management training to facility managements will have a positive effect on efforts to
improve the delivery of quality care to women and neonates.
5. This study discovered that one of the motivating factors for midwives to carry on with
their work in the face of the barriers that they face is their desire to see women birth
safely to healthy babies. However, the midwives experienced barriers precipitated by
client attitudes. Client related barriers that were identified included the failure of
women to bring the required items when they go to the maternities to birth, their
inability to pay for drugs, their reluctance to adhere to complication mitigation
strategies agreed on with midwives, the provision of inadequate or inaccurate vital
health information, their reluctance to birth in health facilities which caused late
presentation of complicated birth cases, verbal attacks and threats of physical attacks.
As clients and communities are important stakeholders in the process of providing
quality care, clients and community education should be enhanced. One way to do this
is by ensuring that they are represented in the discourse on efforts to improve the
provision of quality care. Measures should also be put in place to enhance the
collaboration between women and midwives.
6. The barriers to the midwives’ ability to provide quality care were found to have
physiological, psychological and socioeconomic consequences on the midwives. It
was also found to negatively affect the quality of care that midwives provide to women
and neonates. The consequences of the midwives’ barriers were found to be
intertwined and reinforced each other. The psychological consequences of anxiety and
stress that results from the non-availability of resources can affect the physical and
emotional wellbeing of midwives. It could also influence midwives to adopt defensive
practice and thus skew practice towards the biological model to the detriment of the
midwifery model of care that support natural birth. The physiological consequence of
exhaustion caused by their heavy workload also caused social consequences such as
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inability to spend quality time with their families, the inability to complete their
household chores, the inability to take annual leave, and their isolation from family
and friends and their larger communities. Other social consequences include negative
effects on their family responsibilities. All these consequences are considered in view
of the economic consequence of spending their own money on the care of women as
well as buying domestic support and it is a factor for attrition among midwives.
7. Despite the midwives’ barriers to their ability to provide quality care to women and
neonates, they were found to be able to keep going because of their motivation which
is spurred by their desire to see women birth safely to healthy babies and their strong
affection for the midwifery profession. The midwives’ motivation was identified to
precipitate the adoption of strategies such as improvising, being one step ahead by
ensuring close monitoring of those in their care and maintaining a support network. A
closer look at the coping strategies that midwives adopt however, reveal that they are
mostly geared towards preventing the consequence of low-quality care despite the
negative consequences of the barriers on the midwives.
In conclusion, midwives worldwide face structural, process and outcome barriers in
their bid to provide quality maternal and neonatal care, therefore, research on barriers that
midwives encounter in different contexts is important. The current study provided new
perspectives on the barriers that Ghanaian midwives face in their workplaces, the consequences
of those barriers and the coping strategies that midwives adopt to be able to complete their
duties that can help efforts to reduce maternal and neonatal mortality.

Recommendations
The findings from the current study have implications in several areas. The following
recommendations are therefore suggested for midwifery practice, policy development and
education.
Policy development
1. Midwifery in Ghana is under-resourced. An increase in financial support for resources
essential to midwives’ work in the forms of infrastructure, equipment and supplies,
referral resources, and human resources by relevant stakeholders would have a positive
effect on midwives by helping to eliminate the identified barriers, and enable the
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provision of quality midwifery care and thereby enable the country reach its goals on
the reduction of maternal and neonatal mortality.
2. Ghanaian midwives do not feel ‘heard’ by those who manage and lead them. The
provision of professional development opportunities in the areas of supportive
management and supervision for facility management and midwife leaders would boost
midwives’ confidence in their superiors and ameliorate the midwives’ perception of
being ignored by their managers and leaders.

3. Midwives in Ghana are not currently consulted about organisational determinations that
affect them. Involvement of midwives at all levels in decision making pertaining to
their work, especially in the day to day management of the maternity environments,
would ensure that maternity service managers and leaders’ actions are informed by real
world clinical priorities.
4. Ghanaian midwives are struggling to balance their home and work life. Those who
experience occupational injury feel undervalued and unsupported by their employing
organisations. Facility management should therefore be encouraged to prioritise
midwives’ welfare issues, annual leave and salary payment and to motivate and
incentivise midwives. This would help improve midwives’ satisfaction and thus their
retention.
5. Inadequacy of human resources was identified by participants to be a key factor in their
inability to provide optimal midwifery care. More training and deployment of midwives
and other health professionals such as obstetricians, gynecologists, and paediatricians
who help the functioning of midwives is urgently needed to ensure that there are enough
human resources to run maternity care environments smoothly. Evidence-based
maximum midwives to birth ratio of 1:28 should be targeted (Sandall et al., 2011).
6. Ghanaian midwives’ work is complicated by delays to health services funding. The
National Health Insurance Authority should be strengthened and resourced in order to
ensure that insurance claims by health facilities are paid on time, so that the facilities
will have access to the financial resources to be able to procure the needed resources of
care timely in order to ensure the smooth running of maternity environments.
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7. Commonly, women in the care of Ghanaian midwives are unable or unwilling to pay
for basic provisions, medication or transport, resulting in the midwives themselves
covering these cost out of their own personal funds. The state, through the Ministry of
Health and the Ghana Health Service, should be encouraged to foster greater
collaboration between health services and community stakeholders to educate clients
and communities about how they can contribute to quality care. This would likely help
address misunderstanding about what service users are required to provide and
engender greater appreciation by the communities of the client related barriers and their
impact on the midwives’ work.
Education
8. A ‘blame’ culture underpins reviews of poor maternal and neonatal outcomes. Facility
managers should liaise with district and regional health administrations to provide
professional development programmes in which the content reflects the common issues
identified in maternal and neonatal death audits so that those involved may remediate
any knowledge or skills deficits.

9. Midwives in Ghana must develop a suite of mechanisms to cope with the challenges
they face in their day-to-day work and as midwives more broadly. Pre and post
midwifery education curricula should therefore include aspects that will boost learners’
ability to cope with their workplace barriers as well as the consequences of the barriers
on them.
Practice
10. The midwives in the current study did not identify the value of balancing work with
outside activities. Midwives should therefore be encouraged to consider the therapeutic
potential of activities such as sports, yoga, and gardening, and on other leisure and
relaxation activities that will help reduce the consequences of the barriers that they face
in their workplaces that impact upon them.
11. The current study identified that midwives rely on their clinical colleagues for support
when they have challenging cases and when they are distressed due to negative
outcomes. Management should enhance networking both between midwives and
between midwives and other midwifery care workers who support them. Also, more
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experienced midwives should be encouraged to mentor newly qualified midwives to
help boost their ability to cope with the barriers that they face in their workplaces.

Strengths, limitations and future research
The current study represents a unique contribution to science in that it is the first full
GT study (that is, that followed the methodological process in full through to the discovery of
a new middle range grounded theory) set in Ghana. The use of Glaserian GT methodology in
this study proved the capacity to use the methodology to investigate the ongoing behaviour of
participants and the way they solve their issues of concern. By using Glaserian GT, this study
was able to discover a substantive theory – “Doing magic with very little”, that deepened our
understanding of the factors that affect midwives’ ability to provide quality care. The study did
not only prove the effectiveness of use of the Glaserian GT methodology in the Ghanaian
context, but it also unearthed the benefits of the use of the methodology such as its ability to
enhance rapport between the researcher and research participants and thereby contribute to
arriving at representative findings.
The study was able to identify the barriers to midwives’ ability to provide quality care,
the consequences of those barriers, and the coping strategies that midwives adopt to be able to
provide care to women and neonates. Although the study was carried out in one geographic
region in Ghana, the validation of the findings of this study by midwives from another region
of the country suggests that the findings of the study are relevant for midwives from different
practice contexts. There is therefore the potential that the findings of this study resonate with
midwives in other sub-Saharan countries and LMICs with high maternal and newborn
mortalities that face challenges in the provision of quality midwifery care.
The study has added valuable new insights to the existing fundamental knowledge on
the factors that affect midwives’ ability to provide quality care. It has also suggested the need
for additional inquiry around the impact of midwives’ inability to provide what they perceive
to be quality maternity care that emerged from the current study. Other studies have identified
that midwives’ barriers to quality care provision cause them burnout and moral distress (Filby
et al., 2016). However, although the barriers the midwives in the current study described were
found to engender consequences such as stress and anxiety, anger, frustration, and
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demotivation, this study did not measure whether they were experiencing burnout and moral
distress. Further research is thus needed to measure these effects among midwives.
Also, in measuring quality care, clients’ perspectives are important as they provide an
avenue to measure outcome indicators such as client satisfaction. Future research to measure
the views of the women who access perinatal care on the quality of the care that they receive
would thus be invaluable.
Furthermore, the study identified that the barriers that midwives faced had
physiological, psychological and socioeconomic consequences on them. Some coping
strategies used by midwives to ‘keep going’ despite the personal consequences of the barriers
that they faced were identified in the current study. However, further research to find out
whether midwives have other ways of ameliorating the physiological, psychological and
socioeconomic consequences of the barriers that they face in their workplaces on them would
be in the right direction.

Conclusion
In summary the current study explored the barriers to Ghanaian midwives’ ability to
provide quality care, investigated the consequences of these barriers, and captured the
processes that they employed to deal with the barriers that they face. Existing evidence on this
phenomenon suggests that midwives face structural, process, and outcome barriers in their
workplaces. Glaserian GT methodological principles were strictly adhered to in this study.
Thus, the analysis of the data led to the emergence of a substantive theory – “Doing magic with
very little”, that explains the factors that affect the ability of Ghanaian midwives to provide
quality care. The study succeeded in demonstrating the viability of the use of GT methodology
in investigating a health phenomenon in the Ghanaian context to other researchers or students
who may be interested in using the methodology. Furthermore, insights gained from this study
could be helpful to the Ministry of Health, the Ghana Health Service and other relevant
stakeholders in Ghana as well as health services leaders in other LMICs in their efforts to
enhance the quality of perinatal care and reduce maternal and neonatal morbidity and mortality.
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APPENDIX 2: INFORMATION SHEETS FOR PARTICIPANTS
RESEARCH INFORMATION SHEET (MIDWIVES)
Project title: Factors Affecting Ghanaian midwives’ ability to provide quality midwifery care:
A Glaserian Grounded Theory study.
What is the research about? As you may already know, the midwife is very important in
ensuring that women have a safe delivery and a healthy baby. It is widely acknowledged that,
if the necessary support is provided to midwives, they can provide very good reproductive
health care and help women and their families in the areas of general health, education and
economic empowerment. Despite these known benefits however, midwives seem to be faced
with many challenges direct and indirect that make their ability to deliver the best care to
women and new babies very difficult. The objectives of this study are; to find out the barriers
if there are any to the ability of midwives to provide quality midwifery care, the consequences
of those barriers and to discover how midwives are able to provide quality care in the face of
the barriers that they face. Findings from this study will help efforts to assist midwives to be
able to take good care of women and new babies. This study is being conducted following
ethical clearance by the Edith Cowan Human Research Ethics Committee and the Ghana Health
Service Ethical Board. The study has been approved by this institution.
Who is conducting the study? This study is a PhD research being conducted by the
responsible investigator as part of the requirements for a PhD at Edith Cowan University in
Western Australia.
Why Have I been Chosen? You have been chosen to be a participant for this study because
you are a midwife on the labour ward of this facility. I would therefore like to find out from
you the barriers if there are any, to your ability to provide quality care to women and newborns,
the consequences of those barriers as well as the processes that you employ to mitigate the
barriers. I will be carrying out a non-participant observation for a week in your health facility
during which I will unobtrusively observe your work environment while you carry out your
normal duties. During this period, I may select you for an interview based on your availability.
What would I need to do if I take part? If you agree to be observed, I will ask you to sign a
consent form. After this, you do not need to do anything. I will encourage you to just carry out
your normal duties as you do always. Later, if you agree to be interviewed, I will first ask you
to sign a consent form to indicate such. I will then interview you on what prevent you from
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providing quality care to women and newborns, the consequences of those barriers, and the
processes that you employ to reduce the effect of the barriers. The interview should take
between 45 minutes to 1 hour. After the first interview you may be asked again for additional
interviews as the data from your interview and those of others are analysed to get a general
view on the subject. Your response will be recorded on an audio recording device to enable us
listen to it later so that we can analyse it.
Will the information I give be confidential? Your participation will be completely
confidential. Basic information will be taken from you such as your name, your age, your rank,
and how long you have been working but you will not be identified in any thesis or dissertation,
research paper, oral presentation, conference presentation or journal articles at any time during
or after the study. In case a name needs to be used during the above-named ways, pseudonyms
will be used instead of your real name. If you agree to be interviewed, the consent forms that
you will sign and other information which are in paper version will always be kept under lock
and key wherever they are stored. The audio recording of your interview as well as the
transcripts of your interview that are saved in laptops and other devices will be secured with
codes only to be known to the responsible researcher and his supervisors. The information that
you provide will not be shared with either your hospital administration or the Ghana Health
Service and will not be used against you in any way. The data from your interview will be kept
for a period of five years after which it will be destroyed. The electronic data will be deleted
permanently. The paper versions will be shredded.
Are there any risks involved? The risk to your participation in this study is very low. It is
possible that you will recount some negative experiences that you might have encountered as
a result of the barriers to your work. However, the researcher has acquired the services of a
clinical psychologists with whom he can schedule counselling session for you should you
require this service due to any discomfort that may result from being interviewed. There is also
the risk of disrupting your official duties, however, interviews will be conducted only when
you are free and at a time when there will be another person who can step in and provide
services if need be. If your service is required during an emergency the interview will be
stopped to be continued later. Observation will also be carried out in such a way that there will
be no interference in your work processes. Participants will be provided light refreshment after
interviews. In cases where participants who are off duty are invited to the facility to be
interviewed, their transportation cost will be reimbursed.
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What are the potential benefits of the project? The findings from this project may contribute
to the policy discourse on the provision of quality maternal and newborn care in Ghana and
may contribute to policy dialogue on the improvement of the working conditions as well as the
work environment for midwives.
How will the results of the project be disseminated? The results of the study will be
disseminated through presentations to participants and participating hospitals, journal articles,
conference presentation and through thesis or research papers.
What happens if I change my mind? If you do not want to take part, either now or at any
time during the interview, you can withdraw with no consequences at all. You just have to say
that you would like to withdraw. Your withdrawal at any time during the study will not be
communicated to either your hospital administration or the Ghana Health Service. If you decide
to stop, the interview data that has been collected from you already will be expunged and not
used in the study. However, already analysed data cannot be withdrawn.
Who do I contact if I need more information? If you have any further questions, concerns
or complaints, you may contact the responsible investigator through the contact details below:
1. Yakubu Ismaila
PhD student
Edith Cowan University, WA
Tel: +
+

(Australia)
(Ghana)

Email:

2. A/Prof Sara Bayes
Associate Head of School
School of Nursing and Midwifery
Edith Cowan University, WA
Tel:
Email:

3. Dr Sadie Geraghty
Senior Lecturer
School of Nursing and Midwifery
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Edith Cowan University, WA
Tel: +
Email:
If you have any concerns and complaints about the study and wish to talk to an independent
person you may contact;
1. Hannah Frimpong
Research and Development Division
Ghana Health service
P. O. Box MB190
Accra
Tel:
Email:

2. Kim Grifkins
Research Ethics Officer
Office of Research and Innovation
Edith Cowan University
270 Joondalup Drive, WA
Tel:
Email: research.ethics@ecu.edu.au
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RESEARCH INFORMATION SHEET (OTHER HEALTH WORKERS)
Project title: Factors Affecting Ghanaian midwives’ ability to provide quality midwifery care:
A Glaserian Grounded Theory study.
What is the research about? As you may already know, the midwife is very important in
ensuring that women have a safe delivery and a healthy baby. It is widely acknowledged that,
if the necessary support is provided to midwives, they can provide very good reproductive
health care and help women and their families in the areas of general health, education and
economic empowerment. Despite these known benefits however, midwives seem to be faced
with many challenges direct and indirect that make their ability to deliver the best care to
women and new babies very difficult. The objectives of this study are; to find out the barriers
if there are any to the ability of midwives to provide quality midwifery care, the consequences
of those barriers and to discover how midwives are able to provide quality care in the face of
the barriers that they face. Findings from this study will help efforts to assist midwives to be
able to take good care of women and new babies. This study is being conducted following
ethical clearance by the Edith Cowan Human Research Ethics Committee and the Ghana Health
Service Ethical Board. The study has been approved by this institution.
Who is conducting the study? This study is a PhD research being conducted by the
responsible investigator as part of the requirements for a PhD at Edith Cowan University in
Western Australia.
Why Have I been Chosen? You have been chosen to be a participant for this study because
your work impacts on the functioning of midwives. I would therefore like to find out from you
about the barriers if there are any, to the midwives’ ability to provide quality care to women
and newborns, the consequences of those barriers as well as the processes that they employ to
mitigate the barriers if there are any.
What would I need to do if I take part? If you agree to be interviewed, I will ask you to sign
a consent form. I will then interview you on your views on the topic. The interview should take
between 45 minutes to 1 hour. After the first interview you may be asked again for additional
interviews as the data from your interview and those of others are analysed to get a general
view on the subject. Your responses will be recorded on an audio recording device so that the
researcher will be able to listen to it later in order to analyse them.
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Will the information I give be confidential? Your participation will be completely
confidential. Basic information will be taken from you such as your name, your age, your rank,
how long you have been working but you will not be identified in any thesis or dissertation,
research paper, oral presentation, conference presentation or journal articles at any time during
or after the study. In case a name needs to be used during the above-named ways, pseudonyms
will be used instead of your real name. If you agree to be interviewed, the consent forms that
you will sign and other information which are in paper version will always be kept under lock
and key wherever they are stored. The audio recording of your interview as well as the
transcripts of your interview which are saved in laptops and other devices will be secured with
codes only to be known to the responsible researcher and his supervisors. The information that
you provide will not be shared with either your hospital administration or the Ghana Health
Service. The data from your interview will be kept for a period of five years after which it will
be destroyed. The electronic data will be deleted permanently. The paper versions will be
shredded.
Are there any risks involved? The risk to your participation in this study is very low. There
is the risk of disrupting your official duties, however, interviews will be conducted only when
you are free and at a time when there will be another person who can step in and provide
services if need be. If your service is required during an emergency the interview will be
stopped to be continued later.
What are the potential benefits of the project? The findings from this project will contribute
to the policy discourse on the provision of quality maternal and newborn care in Ghana and
may contribute to policy dialogue on the improvement of the working conditions as well as the
work environment for midwives.
How will the results of the project be disseminated? The results of the study will be
disseminated through presentations to participants and participating hospitals, journal articles,
conference presentation and through thesis or research papers.
What happens if I change my mind? If you do not want to take part, either now or at any
time during the interview, you can withdraw with no consequences at all. You just have to say
that you would like to withdraw. If you decide to stop the interview data that has been collected
from you already will be expunged and not used in the study. However, already analysed data
cannot be withdrawn. Your withdrawal at any time during the study will not be communicated
to either your hospital administration or the Ghana Health Service.
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Who do I contact if I need more information? If you have any further questions or concerns,
you may contact the responsible investigators through the contact details below:
1. Yakubu Ismaila
PhD student
Edith Cowan University, WA
Tel: +
+

(Australia)
(Ghana)

Email:

2. A/Prof Sara Bayes
Associate Head of School
School of Nursing and Midwifery
Edith Cowan University, WA
Tel:
Email:

3. Dr Sadie Geraghty
Senior Lecturer
School of Nursing and Midwifery
Edith Cowan University, WA
Tel: +
Email:
If you have any concerns and complaints about the study and wish to talk to an independent
person you may contact;
1. Hannah Frimpong
Research and Development Division
Ghana Health service
P. O. Box MB190
Accra
Tel:
Email:

135

2. Kim Grifkins
Research Ethics Officer
Office of Research and Innovation
Edith Cowan University
270 Joondalup Drive, WA
Tel:
Email: research.ethics@ecu.edu.au
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APPENDIX 3: CONSENT FORMS
CONSENT FORM FOR INTERVIEWS
Project title: Factors Affecting Ghanaian midwives’ ability to provide quality midwifery care:
A Glaserian Grounded Theory study.
Researchers contact details:
Yakubu Ismaila
Email: y
Tel: +

(Ghana) +

(Australia)

Please initial the boxes if you agree with the statements
•

I have read and understood the information sheet (participant
information sheet) which have been provided to me and have had
the opportunity to ask questions about this study.

•

I understand that participation will involve being interviewed
(probably more than once), and I agree for my data to be used for
the purpose of the research.

•

I agree that my interview can be electronically recorded. I also
understand that the researcher will transcribe my recorded
interview and analyse it with those of others to arrive at the
findings of the study.

•

I understand that any information that I provide is confidential that
my responses will be anonymised in reports or publications of the
research and that the information I provide will not be
communicated to my superiors or used against me.

•

I would like to declare that I freely agree to participate in the
project. I understand that my participation is voluntary, and I may
withdraw at any time without any explanation or consequences.

•

I am aware that if I have any concerns or queries about my
participation or the study, I can contact the responsible researcher,
his supervisor or an independent contact person whose details have
been provided to me on the information sheet.

Data protection
I understand that the information collected during my participation in this study when stored
on any device will be password protected, and this information will be used only for the purpose
of this study.
Signature of participant……………………………………….
Name of participant……………………………………...........
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Date……………………………………………………………
Administrative use:
This participant read the consent form and participant information sheet.

Signature of researcher………………………………….
Name…………………………………………………….
Date……………………………………………………...
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MIDWIVES’ CONSENT FORM (NON-PARTICIPANT OBSERVATION)
Project title: Factors Affecting Ghanaian midwives’ ability to provide quality midwifery care:
A Glaserian Grounded Theory study.
Researcher’s contact details:
Yakubu Ismaila
Email:
Tel:

(Ghana)

(Australia)

Please initial the boxes if you agree with the statements
•

I have read and understood the information sheet (participant
information sheet) which have been provided to me and have had
the opportunity to ask questions about this study.

•

I understand that participation will involve observations as I go
about my duties as a midwife.

•

I agree that the researcher can observe and take notes as I go about
my normal duties.

•

I understand that any data obtained through the observation will be
confidential, that I will be anonymised in reports or publications of
the research and that the data will not be used against me.

•

I would like to declare that I freely agree to participate in the
project. I understand that my participation is voluntary, and I may
withdraw at any time without any explanation or consequences.

•

I am aware that if I have any concerns or queries about my
participation or the research, I can contact the responsible
researcher, or an independent contact person whose details have
been provided to me on the information sheet.

Data protection
I understand that the information collected during my participation in this study when stored
on any device will be password protected, and this information will be used only for the purpose
of this study.

Signature of participant……………………………………….
Name of participant……………………………………...........
Date……………………………………………………………
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Administrative use:
I hereby declare that the nature risks and benefits of the study have been explained to the
participant.

Signature of researcher………………………………….
Name…………………………………………………….
Date……………………………………………………...
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OTHER WORKERS’ CONSENT FORM (NON-PARTICIPANT OBSERVATION)
Project title: Factors Affecting Ghanaian midwives’ ability to provide quality midwifery care:
A Glaserian Grounded Theory study.
Researcher’s contact details:
Yakubu Ismaila
Email:
Tel: +

(Ghana) +

(Australia)

Please initial the boxes if you agree with the statements
•

I have read and understood the information sheet (participant
information sheet) which have been provided to me and have had
the opportunity to ask questions about this study.

•

I understand that participation will involve observations of the
midwives’ interactions or engagements with me.

•

I agree that the researcher can observe and take notes on the
activities of the midwives as they go about their normal duties.

•

I understand that any data obtained through the observation will be
confidential, that I will be anonymised in reports or publications of
the research and that the data will not be used against me.

•

I would like to declare that I freely agree to participate in the study.
I understand that my participation is voluntary, and I may withdraw
at any time without any explanation or consequences.

•

I am aware that if I have any concerns or queries about my
participation or the study, I can contact the responsible researcher,
or an independent contact person whose details have been provided
to me on the information sheet.

Data protection
I understand that the information collected during my participation in this study when stored
on any device will be password protected, and this information will be used only for the purpose
of this study.
Signature of participant……………………………………….
Name of participant……………………………………...........
Date……………………………………………………………
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Administrative use:
I hereby declare that the nature risks and benefits of the study have been explained to the
participant.

Signature of researcher………………………………….
Name…………………………………………………….
Date……………………………………………………...

142

APPENDIX 4: INTERVIEW GUIDE
Factors Affecting Ghanaian midwives’ ability to provide quality midwifery care: A
Glaserian Grounded Theory study
Interview guide
Name……………………………………..
Facility……………………………………
Date……………………………………….

District………………………

Age……………………………………….

Gender………………………….

Rank……………………………………....

Years of experience…………….

Religion…………………………………..

Midwifery route……………….

Years of training………………………….
Time start…………………........................

Time end…………………….

1. What is your main motivation to becoming a midwife?
2. Where have you worked/ where was your last station?
3. What is the main difference between working here and working in your old station?
What do you find interesting? What do you find difficult/challenging?
4. What are the barriers to your ability to provide quality midwifery care to women and
newborns?
5. Can you explain to me how these difficulties affect your ability to provide quality care?
6. Can you describe some instances where these factors have served as barriers in your
work?
7. What do you do to reduce the effects of these barriers? (individual, collective, state)
8. What are the effects of these barriers on you as an individual?
9. Can you explain to me how these difficulties affect you as an individual?
10. Can you describe some instances when these difficulties have had effects on you as an
individual?
11. What do you do as a person to reduce these effects?
12. What do you think are the main causes of these barriers?
13. Can you describe how these factors cause these barriers?
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14. What do you do to be able to carry out your work in the face of the difficulties that you
face?
15. Can you give me examples of how you apply or carry out these actions?
16. How effective are these actions in the reduction of the difficulties?
17. What do you think should be done to help midwives to improve quality care?
18. Is there anything else that I have not talked about that you would like to share with me?
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APPENDIX 5: STATUSES OF ARTICLES AND JOURNAL RANKINGS

Journal Ranking of Journals
The following are the Scimago Journal Rankings for the above journals.
Journal

Scimago Journal Ranking

International Journal of Childbirth

0.11

International Journal of Africa Nursing Sciences 0.28
BMC Pregnancy and Childbirth

1.28

BMC Health Services Research

1.0
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